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I. PREFACE AND ACKNOWLEDGEMENTS 



We are grateful to the many people who had a part in the success of the Fourth 
Workshop. We wish to thank the project officer, staff, committee members and 
others who gave so much of their time, experience and skills to this worth- 
while effort. 

Project personnel from the TCGEC included Robert Roush, Ed.D., M.P.H., Project 
Director; Carl E. Passer, B.S., PA-C, Co-Project Director; Teresa L. Wright, 
M.P.H. candidate, Workshop Coordinator; and Sherry McDonnell, Workshop Secre- 
tary. The Bureau of Health Professions' Project Officer for the contract was 
Carol Gleich, Ph.D. Other persons from the Bureau of Health Professions who 
participated included Thomas Louden, D.D.S., Director, Division of Associated 
and Dental Health Professions, William Koenig, M.P.A., Chief, Geriatric Educa- 
tion Section, Division of Associated and Dental Health Professions and Mr. 
Thomas Hatch, Associate Administrator for Policy Coordination, HRSA. Secre- 
tarial and administrative support provided the project was given by Mrs. Darla 
DiStefano and Mrs. Iris Cox. 

The project staff also benefited greatly from the expertise and insight of the 
following members of the Workshop Planning Committee: John Feather, Ph.D., 
Associate Director, Western New York GEC; Linda Brasfield, M.S., Director, 
OVAR GEC; Michele Saunders, D.M.D., M.S., M.P.H. , Director, South Texas GEC; 
Itamar Abrass, M.D., Director, Northwest GEC; Eric Pfeiffer, M.D., Director, 
University of South Florida GEC; and James O'Brien, M.D., Director, GEC of 
Michigan. 

Special thanks go to Ms. Joan Easton, Ms. Betty Tindall and staff of the 
Houstonian Hotel and Conference Center, the staff of the Holiday Inn Croi e 
Plaza Hotel in Rockville, Maryland, Travel House Travel Agency, Mr. Audie Thor 
of Marion Laboratories, Ninfa's Catering, Kinko's Copying, Continental/Eastern 
Airlines, GRAY LINE of Houston, the Office of Auxiliary Enterprises of UTHSC- 
Houston, Marachi Los Gallitos, and the business office of Baylor College of 
Medicine. 

Final thanks must be extended to the representatives of each GEC who attended 
the workshop. Tlieir contribution as a speaker or session participant stands 
as testimony to their enthusiasm and commitment to the GEC network and to the 
overarching goal of providing quality health care services to elderly individ- 
uals. As project director, I want to again recognize the contribution of 
Teresa Wright and Carl Fasser whose efforts made the workshop the success that 
it proved to be. I count it a privilege to have worked with and learned 
from such an august group of individuals as those who were in attendance at 
the fourth workshop. 




Robert Roush, Ed.D., M.P.H. 

Director, Texas Consortium of Geriatric Education Centers 
and Project Director, Fourth Workshop 
Baylor College of Medicine 
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II. OVERVIEW OF THE WORKSHOP 



On October 15, 1987, Dr. Roush and Mr. Fasser met with Dr. Gleich in her of- 
fice in Rockville, Maryland to finalize such matters as the membership of the 
planning committee and the date of the first planning meeting. 

The six-member planning comiittee, TCGEC project staff and BHPr project offi- 
cer met in Washington, D.C., on January 20, 1988 to finalize the content, pre- 
senters, format and agenda tor the April workshop. A non-federally sponsored 
data gathering instrument was sent to each of the directors of the thirty-one 
GECs and to each person who would be attending the workshop in April. Eigh- 
teen of the GECs responded to this request for ideas for topics: from this 
information the areas o^ interest to prospective attendees were identified. 

On April 21-24, 1988, a total of 112 participants, 27 of whom were representa- 
tives from the nine new GECs, gathered for the Fourth GEC Workshop at the 
Houstonian Hotel and Conference Center (refer to Section V, List of Partici- 
pants, Final Workshop Report). The nine new grantees were California GEC, 
Creighton Regional GEC, GEC of Michigan, Great Lakes GEC, New Mexico GEC, Pa- 
cific Islands GEC, Stanford GEC, University of Florida GEC, and the University 
of South Florida GEC. All 31 GECs were represented at the meeting, with some 
centers bringing as many as five representatives. 

Beginning Thursday afternoon, April 21, an orientation was held for represen- 
tatives of the nine new GECs. These individuals were welcomed by Drs. Robert 
Roush and Carol Gleich and then briefed on the federal perspective and manage- 
ment of the GEC program by Drs. Thomas Louden, Carol Gleich, and Mr. William 
Koenig. A session on program development followed: Dr. Michele Saunders 
facilitated the discussion by Drs. John Feather and Jodi Teitelman. Subse- 
quently, Drs. Jurgis Karuza, Richard Hubbard, and Lucia Tori an discussed the 
importance of evaluation strategies and the use of the GEC Reporting Mechanism 
developed at Case Western Reserve GEC. This first day concluded with a recep- 
tion and dinner at the Houstonian Hotel and Dr. John Wolf, Chairman of Derma- 
tology at Baylor, gave a lecture entitled "Our Aging Skin." 

Continuing on Friday morning, 22 April, the orientation for the nine new GECs 
included two staff development sessions and two technical assistance sessions 
that were designed so that each representative could attend one from 8:30 - 
10:00 a.m. and another from 10:15- 11:45 am. The development sessions were 
entitled: "Models in Geriatric Education: Impressions and Concerns" and 
"Strategies to Promote Education in Geriatrics." The technical assistance 
sessions addressed "Accessing Educational Resources" and "Establishing Commu- 
nity Linkages." Keypoints made by representatives of then current GECs for 
the attendees representing the new ones were to network with existing GECs to 
avoid mistakes made in implementing first-year activities; to be introspective 
about identifying local resources and build around particular institutional 
strengLns; to develop clear lines of communication within the university and 
to the community served; develop an evaluation based on the programs unique to 
the GEC but which is consistent with the emerging GEC system-wide protocol to 
describe the various categories of enrollees; and to utilize others' ra- 
sources, e.g., literature and curriculum guides. 

Registration for all thirty-one GECs began at .1:30 am on Friday, 22 April. 
Drs. Robert Roush, Thomas Louden and Carol Gleich gave the opening remarks to 

ii 
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the audience participants. The keynote speaker, Dr. Itamar Abrass of the 
Northwest GEC, gave the plenary session address, "Relationship of Geriatric 
Education to Service Delivery Models," the implications of which were dis- 
cussed by a panel. Key points made by Dr. Abrass and panelists Drs. Robert 
Luchi, Margaret Dinond, and Glen Hughes were the acute hospital, as a setting 
for geriatrics training, is not adequate, i.e., community-based settings must 
be used; field experiences should be general izable, students must work with 
well elderly persons; and the chief focus should be prevention based on age- 
adjusted standards that emphasize quality of life issues. 

Task force reports to the plenary session were designed to provide an overview 
for the attendees of earlier task force activities, accomplishments since the 
Third Workshop, and areas remaining in need of attention. The reporcs were 
made by these individuals: 

Dr. Michel e Saunders, Linkage Building 

Dr. Jurgis Karuza, Evaluation 

Ms. Davis Gardner, Curriculum 

Dr. Gloria Barry, Issues and Trends 

With the assistance of TCGEC recorders, four designated facilitators convened 
a gathering of interested GEC representatives to consider the actions of the 
new work groups. The Friday afternoon session concluded with an eight-minute 
report by each facilitator of the major points and recommendations that were 
discussed. 

The transition from task forces to work groups resulted in the following; 

The Linkage and Communication Work Group was facilitated by Dr. Gloria 
Barry. Key recommendations made were to (a) continue annual GEC meetings at 
GSA, (b) encourage use of the Alaba.iia GEC's electronic bulletin board, (c) 
solicit support from HRSA to have an exhibit booth at national meetings to 
communicate national GEC activities, and (d) the GEC of Pennsylvania will con- 
tinue to serve as the focal point for this workshop activity. 

The Project Assessment Work Group was facilitated by Dr. Deborah 
Simpson. Key recommendations made were to (a) suggest a centralized clearing 
houst to share information about evaluation models, (b) an appropriate focus 
for combined evaluation efforts could be the multidisciplii ary aspect of all 
GEC programs, and (c) Dr. Molly Engle of UAB will serve as the coordinator of 
the work group. 

The Geriatric Education Work Group was facilitated by Dr. Lucille 
Nahemow. The key recommendation made was to continue development of a mono- 
graph summarizing case studies of various GEC projects, and that Dr. Nahemow 
of the Connecticut GEC would serve as liaison for this work group. 
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The Policy and Planning Work Group was facilitated by Dr. Gerald 
Goodenough. Key recomnendations made were to: 

a. establish national policy for geriatric and gerontological 
education, 

b. incorporate education in different settings, 

c. improve teaching and care of services to elderly persons, 

d. determine how current research can be phased into the educational 
offerings, 

e. address the issue of scarce allocation of resources, 

f. emphasize recruitment of minority faculty and care of minority 
people, 

g. influence career choices in elder care, 

h. focus on special interest age groups such as the retarded and 
disabled who become elderly, 

1. model the interrelationship of internal and family medicine and 
various other disciplines, and 

j. facilitate GECs' relationship to professional organizations and 
societies. 

Ms. Bern ice Parlak of the Pennsylvania GEC and Dr. Patricia Blanchette of 
the Pacific Islands GEC were chosen as coordinators. 

On the second morning, Saturday, 23 April, a business breakfast was held for 
exchange of information between center directors and federal officials. 
Thomas Hatch, Associate Administrator for Policy Coordination at HRSA, gave 
the plenary session address, "Issues in Geriatric Education." The remainder 
of Saturday morning was devoted to five GEC staff development sessions, brief 
summaries of which follow. 

Group A: Strategies for Curriculum Integration, led by Dr. George 
Caranasos of the University of Florida GEC, concluded that one barrier to 
inclusion of sufficient geriatrics into the medical curriculum that must be 
overcome is the ramifications of inadvertently assuming that since geriatrics 
should be practiced well by each provider by discipline, it therefore does not 
devolve on any single group and suffers from lack of locus. 

Group B: Interdisciplinary Education in Geriatrics, led by Dr. Benjamin 
Liptzin of the Harvard GEC, concluded that interdisciplinary education and 
service programs should be taught to health professions students via effective 
role models. 
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Group C: Recruitment and Retention of Minorities in Geriatrics, led by 
Dr. Rumaldo Juarez of the TCGEC, concluded that all GECs should incorporate 
ninonty recruitment and retention into evaluation protocols and include a 
cross-cultural emphasis for the Fifth Workshop. 

Group D: Clinical Experiences as Part of Faculty Development, led by Dr. 
Jesley Ruff of the Midwest GEC, concluded that in developing clinical training 
experiences for clinical faculty, their varying degrees of experience must be 
taken .into account. 

Group E: Approaches to Resolving Unanticipated Problems, led by Dr. 
Robert Wallace of the Iowa GEC, concluded that no certain mechanism can handle 
all situations that arise unexpectedly other than having good communication 
between and among all participants. 

An opportunity to share information regarding the educational, technical, and 
resource activities underlay at each GEC occurred during the table clinic dis- 
plays and in conjunction with a buffet luncheon on Saturday. Each center had 
the opportunity to display curricular and other materials, finished products, 
or illustrations of projects in progress to share with other centers. It was 
also during this time that Marion Laboratories sponsored a special presenta- 
tion of geriatric videotapes. Mr. Audie Thor, Marion's Professional Educa 
tion Liaison, was available to display and discuss the various tapes. 
Saturday afternoon concluded with a plenary session panel discussion entitled, 
"The Role of GECs in Community Development." Ms. Linda Brasfield of the OVAR 
GEC facilitated this session along with Drs. David Haber, Eric Rankin, and 
Carlos Gonzalez Oppenheimer of Creighton Regional GEC, Great Lakes GEC, and 
GEC of Puerto Rico, respectively. 

Sunday morning, 24 April, began with a meeting of the federal project officers 
with all GEC representatives. Drs. Gleich and Louden and Mr. Koenig were 
available for any questions and comments during this time. A brunch was held 
during which the closing plenary panel session, 'Future Directions for Geriat- 
ric Education Centers,' was held as the conclusion to this year's workshop: 
Dr. Evan Calkins of the Western New York GEC, Dr. John Beck from California 
GEC, Dr. Jerome Kowal of Case Western Reserve GEC, and Dr. Terry Fulmer, then 
of Columbia University, discussed the merits and necessity of such a national 
network. The major points raised during this closing plenary session were as 
follows: 1. through the approximately half decade of GECs existing nationally 
a point In time has been reached when a candid assessment needs to be made as 
to the future direction of the training of academic leaders in the various 
fields; 2. following five years of funding, GECs should have the opportunity 
to apply for an actual dollar-for-dollar matching-funds grant to continue op- 
erations; 3. the number of GECs needs to be stabilized to afford ongoing 'cen- 
ters of excellence'; and 4. GECs need to become institutionalized via local 
funding and through resource exchange mechanisms. 

The Fourth GEC Workshop adjourned on Sunday, April 24, 1988 at noon following 
presentation of a certificate of appreciation signed by each GEC director or 
representative that was given to Dr. Carol Gleich in recognition of her fine 
work with the GEC movement. Dr. Gleich has accepted a new position as Chief 
of Resources Development Section, Division of Medicine, BHPr, HRSA. 
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III. SUMMARY REMARKS 



Although begun in Buffalo, two major products emerged from the workshop: one, 
the transition from ad hoc task forces to four work groups should facilitate 
an ongoing forum for the mutual benefit of all GECs (this activity should be 
recognized and funded in some way, e.g., supplemental grants to the convening 
GEC); second, a standard format now exists with which all GEC educational 
activities can be recorded and sunned across GECs. Use of the latter should 
assist in targeting some disciplines by numbers needed. 

This executive summary acknowledged the numerous presenters and highlighted 
the «ajor events and outcomes of the Fourth Workshop for Key Staff of GECs 
held in Houston, Texas April, 1988. A detailed account of this Important 
gathering of national leaders in geriatric education can be found in two com- 
panion documents: a workshop final report sent to all attendees and an admin- 
istrative report submitted to the federal project officer and the HRSA 
Contracts Office. It is hoped that these documents will serve to advance the 
further development of the GECs nationally. 



vi 
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L PURPOSE OF WORKSHOP 



The Fourth Workshop for Key Staff of Geriatric Education Centers (GEfs) was 
held in Houston, Texas on April 21-24, 1988, under contract number KRSA 240- 
87-0071 from the Bureau of Ileal th Prosessions, Department of Health and Human 
Services. The purpose of the contract waj^ to design and conduct an effective 
workshop for representatives of the then thirty-one federally funded centers 
located throughout the nation. Specifically, the workshop was to provide an 
opportunity to explore issues a/fecting the educational, technical assistance 
and assessment roles of the GECs and to enable key stiff frjm all centers to 
interact with one another, share strategies, and jointly consider national GEC 
purposes. In order to achieve these purposas, several objectives were formu- 
lated; it was envisioned that attendees would have the opportunity to engage 
in the following activities: 

1- share developed curricula relating to diagnosis, treat- 
ment, and prevention of diseases and other health concerns 
of th*^ elderly; 

2. review those instructional mc^thods used to prepare and 
strengthen key faculty in geriatrics and gerontology; 

3. describe characteristics of project staff and trainees 
involved in the national GEC network and document the 
nature of their educational experiences in gerontology and 
geriatrics; 

4. identify current offerings in geriatrics within the cur- 
ricula for the various disciplines comprising GECs; 

5. develop affiliations with other new and current GECs; 

6. delineate potential opportunities for the advancement of 
geriatric education within each GECs area or region; and 

7. promote organizational arrangements and administrative 
entities which improve education in geriatrics. 



II. PROJECT STAFF AND PLANNING COMtinEE MEMBERS 



The contractor for the Fourth Workshop was the Texas Consortium of Geriatric 
Education Centers (TCSEC), headquartered at the Center for Allied Health Pro- 
fessions, Baylor College of Medicine, Houston. 



Project personnel included: 
Name 

Robert Roush, Ed.D., M.P.H. 
Carl E. Fasser, B.S., PA-f 
Teresa L. Wright, M.P.H. candidate 
Sherry McDonnell 



Responsibility 
Project Director 
Co-Project Director 
Workshop Coordinator 
Workshop Secretary 



Project Officer from the Bureau of Health Professions; 



Carol Glelch, Ph.D. 



Bureau of Health Professions 
Project Officer 



Secretarial and administrative support was provided to the project staff by 
Mrs. Darla OiStefano, Mrs. Iris Cox, and Ms. Gwendolyn Sinms. 

The project staff also benefited greatly from tne expertise and insight of the 
following members of the Workshop Planning Committee: 

John Feather, Ph.D. Associate Director 

Western New York GEC 

Linda Brasfieid, M.S. Director 

OVAR GEC 

Nichele Saunders, D.M.D., M.S., M.P.H. Director 

South Texas GEC 

Itamar Abrass, M.D. Director 

Northwest GEC 

Eric Pfeiffer, M.D. Director 

University of South Florida GEC 

James O'Brien, M.D. Director 

GEC of Michigan 
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III. WORKSHOP AGENDA 

Orientation of New GECs 
and 

Session Sumnaries 
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Thursday. April 21. 1988 - Orientation of Nine GECs 



11:30 AM -1:00 PM REGISTRATION 



LOCATION 



1:00 PM 



1:15 PM 



1:45 PM 



2:45 PM 
3:00 PM 



4:00 PM 



5:00 PM 

5:15 PM 
7:00 PM 



ERIC 



WELCOME, INTRODUCTIONS AND REVIEW OF PURPOSES 

Robert Roush, Ed.D., M.P.H., Project Director, Texas 
Consortium of Geriatric Education Centers (TCGEC) 

Carol Gleich, Ph.D., Project Officer, Fourth Workshop for Key 
Staff of GECs 

FEDERAL PERSPECTIVE OF NATIONAL GEC PROGRAM 

Thomas Louden, D.D.S., Director, Division of Associated 
and Pental Health Professions, Bureau of Health 
Professions, HRSA 

MANAGEMENT OF GERIATRIC EDUCATION CENTERS 

Role of Grants Management 

John Westcoti, M.P.H., Grants Management Officer 

Role of Project Officer 

William Koenig, M.P.A., Deputy Chief, Associated 
and Dental Heahh Professions Branch 

Coordination Among GECs 

Carol Gleich, Ph.D., Coordinator, GEC Grant Program 
IDEA EXCHANGE SESSION/COFFEE BREAK 
PROGRAM DEVELOPMENT 

Iviichele Saisnt cn. DMD, MS, MPH*, South Texas GEC 

John Feathor, Pl. i ., Western New York GEC 

Jodi Teitei.i .P , Virginia Commonwealth GEC 

EVALUAT?.> « STRATEGIES 

Jurgis Karuza, Ph.D.*, Western New York GEC 
Richard Hubbard, Ph.D., Western Reserve GEC 
Lucia Torian, Ph.D., h^unter/Mt. Sinai GEC 

EVALUATION OF SESSION 
Carl Fasser, P.A.-C, TCGEC 

INDIVIDUAL STUDY 

NEWCOMERS' RECEPTION AND DINNER 

Guest Speaker, John Wolf, M.D. 
Chairman, Department of Dermatology 
Baylor College of Medicine 
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Sequoia 



Sequoia 



Sequoia 



Sequoia 



Sequoia 



Sequoia 



Forest 
(4&5) 



Friday. Anril 22. !Qg8 

7:45-8:30 AM CONTINENTAL BREAKFAST 

8:30-10:00 AM GEC STAFF DEVELOPMENT SESSION 

Group A: Models in Geriatric Education: fanpressions and Concerns 
Joyce Prothero. Ph.D,^» Northwest GEC 
Lynn Groth. M.S.. Dakota Plains GEC 
Elizabeth Sanchez* Ph.D., Univ. of Puerto Rico GEC 

Group B: Strategies to Promote Education in Geriatrics 
!• Richard Connelly. Ph.D.^ Intermountain West GEC 
Bernice Parlak. M.S,W,. GEC of Pennsylvania 
Gary Nelson, D.S.W., Univ, of North Carolina 
at Chapel Hill GEC 

10:00 AM IDEA EXCHANGE SeIsSION/COFFEE BREAK 

10:15 AM GEC TECHNICAL ASSISTANCE SESSIONS 

Group A: Accessing Educational Resources 

Linda Davis, MPH, PhD, OTR*, Pacific GEC 
Joanna Mellor, M.S,, Hunter/hdt. Sinai GEC 
Davis Gardner, M-A-, OVAR GEC 

Group B: Establishing Community Linkages 

Carolyn Marshall, M.P.H South Texas GEC 
Richardson Noback, M«D., Missouri GEC 
Ames Tyron, D.D.S., Ph.D., Mississippi GEC 

1 1:45 AM EVALUATION OF SESSION 

Carl Fasser, P.A.-C, TCGEC 

12:00 NOON ADJOURN 

(Lunch by Individual Arrangement) 



LQCATfON 
Forest 

Camelia 



Magnolia 



Magnolia 



Willow 



Sequoia 



Facilitator 
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ORIENTATION OF NINE NEW GECs 



Title; WELCOME. INTRODUCTI ONS AND REVIEW OF PURPOSES 

Presenter{s) : Robert E. 'jush, Ed.D., M.P.H., Project Director, TCGEC 

Carol Gleich, Ph.D., Project Officer, Fourth Workshop for Key 
Staff of GECs 

Following the welcome, three distinguished governmental colleagues from the 
Bureau of Health Professions were introduced; they were Dr. Tom Louden, head 
of the division that funds the geriatric education centers; Dr. Carol dleich, 
Project Officer for the Fourth Workshop and the person responsible for over- 
sight of the GECs; and Chief, Geriatric Education Section, Division of Associ- 
ated and Dental Health Professions, Mr. Bill Koenig. 

A planning committee, together with the Baylor College of Medicine staff,de- 
signed the workshop: Members recognized were Dr. Itamar Abrass from the 
Northwest GEC, Mrs. Linda Brasfield from the OVAR GEC, Dr. John Feather from 
the Western New York GEC, Dr. James O'Brien from the GEC of Michigan, Dr. Eric 
Pfeiffer from the University of South Florida GEC, and Dr. Michele Saunders 
from the South Texas GEC. The planning committee represented a mix of direc- 
tors of new GECs and from those that have existed for three to five years so 
that input from both groups could be obtained. 

The one-day orientation was a new feature of this workshop so the nine new 
GECs could become acquainted with existing GECs and with each other. The pro- 
gram was also designed to have the older GECs share experiences they've had, 
both good and bad on these topics: designing staff development and strategies 
to promote education in geriatrics, accessing existing educational resources 
and establishing conmunity linkages. 

As a meeting of the nation's top geriatric educators across the health pro- 
fessions, this Fourth Workshop was designed to provide the Bureau the op- 
portunity to gain insight into the roles GECs play in their institutions. 
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III. SESSION SUMMARIES 



Title: FEDERAL PERSPECTIVE OF NATIONAL GEC PROGRAM 

Presonter{s): Thomas Louden, D.D.S., Director, Division of Associated and 
Dental Health Professions, Bureau of Health Professions, HRSA 
Carol Gleich, Ph.D., Project Officer, Fourth Workshop for Key 
Staff of GECs 

Dr. Louden congratulated all present on being members of an elite group of 
geriatric educators, inasmuch as they were selected as members of the HRSA GEC 
group. 

Other people in the division—program officers Mr. Don Blanford, Dr. Frank 
Martin and Ms. Doris Droke and Mr. John R. Westcott, our grants management 
officer--were to have attended. Instead, Mr. Bill Koenig spoke in place of 
the grants management officer. 

Dr. Louden discussed the organizational chart of the Public Health Service: 
The parent agency. Health Resources and Services Administration, with 2,300 
employees and a budget of $1.6 billion, is responsible for Title VII and Title 
VIII of the Public Health Service Act: Title VIII deals with the training of 
nurses while Title VII deals with the training of all other health care pro- 
viders. To carry out these functions, the Bureau has five program divisions: 
Division of Medicine, Division of Nursing, Division of Student Assistance, 
Division of Disadvantaged Assistance, and the Division of Associated Dental 
Health Professions in which the GECs are housed. 

Activities carried out in the training authorities specific to geriatrics and 
gerontological education fall into two programs. They are the geriatric edu- 
cation center program and the new geriatric training and fellowship program. 

Acting as regional resources to provide multidisciplinary geriatric training 
for health professions faculty, students and practitioners, 31 geriatric edu- 
cation centers are now in 24 states and Puerto Rico. Under 788E, the secre- 
tary may make grants to and enter into contracts with schools of medicine, 
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schools of osteopathy, teaching hospitals, and graduate medical education pro- 
grams for the purposes of providing support, including traineesh-;ps and fel- 
lowships for geriatric medicine training projects that train physicians and 
dentists who plan to teach geriatric medicine or geriatric dentistry. Under 
this section of the law, a subsection stipulates that participants in a proj- 
ect be exposed to a diverse population of elderly individuals and provide 
training in geriatrics, including problems of mentation, through a variety of 
service rotations such as geriatric consultation services, acute care pro- 
grams, rehabilitation services, extended care facilities, geriatric ambulatory 
care and comprehensive evaluation units, and community care programs for the 
elderly mentally retarded individuals. The training options are either a one- 
year retraining program in geriatrics or a one or two-year internal medicine 
or family medicine fellowship program which emphasizes training in clinical 
geriatrics and geriatric research. 

Another category of the Bureau of Health Professions' geriatric education ac- 
tivities includes geriatric training that occurs as a part of more broadly 
focused primary care, dental, nursing or o+her grant programs. Some examples 
would be allowing or encouraging development of geriatric curriculum elements 
as a part of a physician assistants training program or part of an area health 
education center program or preventive medicine residency training program. 
The division of nursing has a large number of activities in geriatric educa- 
tion. 



In the Division of Medicine, a recently finished contract consists of five 
competency- based modules covering hospitals, ambulatory site, nursing home, 
rehabilitation, and complete evaluation of geriatric education including the 
study jointly conducted with the American Academy of Physician Assistants in 
which nine different geriatric sites were visited to observe the role of phy- 
sician assistants (PAs). 

The Dental Health Branch supports the post-doctoral training of dentists with 
the general goal on preparing them to deal better with the elderly population. 
Another thing that the Division of Associated Dental and Health Professions 
has supported in the past are national conferences on geriatric education. 
The first conference in 1985 was held in Washington; 300 people attended the 
conference titled, "Issues and Strategies for Geriatric Education." Over 400 
people attended the second conference in 1986, "Geriatric Education - New 
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Knowledge, New Settings, New Curriculum." The planning for a third confer- 
ence, to be held in December in 1988, is underway: the theme is going to be 
"Rehabilitation Aging and Geriatric Education" and will be jointly sponsored 
by the National Institutes of Aging and The University of Pennsylvania. 

Another area of HRSA Bureau activity in partnership with the National Insti- 
tute on Aging is membership of the government-wide forum on ?ging-related sta- 
tistics. The Bureau of Health Professions also has many liaison activities 
with other federal institutions. One of the more prominent ones is the DHHS 
Committee on Education and Training in Geriatrics and Gerontology which the 
Director of the National Institute on Aging, Dr. Williams, chairs; the former 
Director of the Bureau of Health Professions, Mr. Hatch, acted as a liaison 
member. That committee produced the 1984 report on education and training in 
geriatrics and gerontology and the recent report entitled Personnel for Health 
Needs of the Elderly Through the Year 2020 . 

Based on a congressional directive, the first HRSA grants for GECs were made 
in 1983; about one million dollars were awarded to four centers. That program 
has grown to the current appropriation of $10 million dollars. 

Dr. Gleich then continued the orientation with an extensive description and 
slide show chronicling the development of the first four GECs at the Univer- 
sity of Michigan, Harvard, SUNY Buffalo, and University of Southern Cal, now 
referred to as the "four-fathers." Dr. Gleich stated that there wasn't a 
grant in 1984 cycle; however, one million dollars went for the four continua- 
tion grants. In 1985, sufficient congressional appropriations resulted in a 
group now called the "sweet sixteen" being funded. By the end of 1987, 31 
projects from Hawaii to Puerto Rico had been funded. 
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Title: MAWACFMFNT np CpTa jRic EDUCATION CENTFRS (CFr.) 

fi&Li Sf Grants Hanaoement 
Objectlve(s): 

0 Describe oversight responsibility of the grants Management officer. 
0 Review nechanisns guiding changes within approved budgets, especially 

institutional prior approval processes. 
0 Comment on regulations governing reports and the retention of records and 

documents. 
Ball of Project Officer 
Objective(i): 

0 Describe oversight responsibilities of the project officer. 

0 Discuss ways to facilitate periodic communication of center activities. 

Coordination Among GECs 

Object ive(s): 

0 Describe mechanisms for the coordination of information on center activi- 
ties. 

0 Discuss ways to facilitate inter-center communications. 

Presenter(s): Thomas Louden, D.D.S., Director, Division of Associated and 
Dental Health Professions, Bureau of Health Professions, HRSA 
Carol Gleich, Ph.D., Project Officer, Fourth Workshop for Key 
Staff of GECs 

William K'-jnig, M.P.A., Chief, Geriatric Education Section, 
Division of Associated and Dental Health Professions 

Drs. Louden and Gleich made introductory remarks followed by those of Mr. 
Koenig's. 

Mr. Koenig described the Public Health Service document, DHHS Publication No. 
OASH-82-50000 dated January 1987, which covers freedom of information, allow- 
able use of different kinds of costs, the basic ground rules for peer review, 
staff review, award process, etc. The document also describes grantees' re- 
sponsibilities in terms of using federal money. This document is present in 
every unive. sity business office; in it is a description of a grants manage- 
ment office which, in the case of Bureau of Health Professions, is headed by 
Mr. John R. Westcott. Assisting Mr. Westcott is Ms. Judy Bowen. The awarding 
office grants management officer is also the official authorized to make the 
decision on requests for any changes in terms of the award. Regardless of 
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opinions expressed by program officers, fundamental changes in the project 
scope and use of money aren't official unless confirmed in writing from Mr. 
Westcott. 



Title: PROGRAM DEVELOPMENT 

Objective(s): 

0 Describe nechanlsms used to ascertain need for programs offered at the 

regional, state, and Inter-state levels. 
0 Discuss strategies devised to Implement programmatic activities at the 

regional, state, and Inter-state level. 
0 Cor^nt about types of problems encountered since the implefflcr.wation of 

center activities. 
Presenter(s): Nichele Saunders, DND, MS, MPH, South Texas GEC 
John Feather, Ph.D., Western New York GEC 
Jodi Teitelman, Ph.D., Virginia Commonwealth GEC 

Dr. Nichele Saunders made a suggestion that becoming adopted by one of the 
older GECs can help In avoiding some of the mistakes new GECs usually make In 
organizing and Implementing their training programs In the first year. 

The chief objective addressed through this session was ascertaining needs for 
programs within regional, state, and Interstate levels. The South Texas GECs 
experience In this area was recounted Inasmuch as Its service area Is a 62- 
county region larger than New York, New England, New Jersey, Delaware, Mary- 
land, and Pennsylvania. 

A handout was distributed that Illustrated a needs assessment Instrument that 
gathered data from service chiefs and other faculty on what they were doing 
vis-a-vis the GECs. These data generated a tremendous number of collaborative 
research efforts and educational projects that came about simply because of 
something as simple as a questionnaire circulated to the faculty. In con- 
structing and field-testing the Instrument, much was learned about cultural 
biases that resulted In preventing development of a questionnaire that wasn't 
specific for Hispanlcs. 

The second page of the South Texas GEC Instrument was for a community survey. 
One side Is In English; the other side Is In "Tex-Mex" Spanish. 

Another survey was sent to numerous community organisations dealing with the 
elderly; the results were a number of Interesting comments that revealed what 
people really needed, e.g., diabetes Is epidemic among the Hispanic population 
In Texas. In concentrating on this disease. It was discovered that within the 



state of Texas there is an absolute dearth of educational materials for either 
the illiterate of either language or the very low-educated of either language. 
The Pjnerican Diabetes Association produced a bilingual pamphlet, but few could 
read it because it's written at the college level and with no pictures. 

The next survey was for nursing home administrators. Nursing home adminis- 
trators constitute a large resource for GECs who have trouble finding other 
interested community practitioners. With inordinately high annual turnover 
rates for nursing home aides who have very little training, one of the things 
feU to be important was to work with nursing home administratjrs to convince 
them that these aides needed to be trained. 

The last questionnaire was the Winter Texas Survey. Unique to the Sunbelt is 
the whole group of middle Western elderly persons estimated at about two hun- 
dred and fifty thousand who come to the Rio Grande Valley of Texas for up to 
six to nine months of the year for the pleasant weather. Questions to which 
answers were sought were as follows: "Were these people bringing their medi- 
cal records? Did they use the health facilities? What was this doing to the 
health care provider and what was it doing to the Hispanic population? Were 
they still being seen or not?" It was not known whether these winter Texans 
called "snow birds" used the public health clinics; indeed, they were, and it 
was putting a strain on the public health clinics which were staffed year 
round based on summer population levels, not at the swollen winter population 
levels. What was found to be happening is that the Hispanic population then 
received less care fo** six months a year. 

Dr. Teitelman addressed the issue of being funded and immediately having to 
implement the provisions of the grant. 

Since each GEC has the same mission, i.e., quality education and training in 
geriatrics and ultimately quality care of older patients, GECs were encouraged 
to identify resources, the principal strengths and unique characteristic: of 
their institutions; continue evolving by looking at other institutions and 
branching out into the community; and to build GEC programs around the unique 
strength of the respective institutions. If one looks at successful GECs, the 
models and structure of the programs vary; yet all are accomplishing the same 
goals and objectives. 
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Virginia Commonwealth University noticed that they already had an excellent 
training program in place for medical inten-^s and residents and for other 
health professional disciplines at the VA center; rather than duplicate ef- 
fort, the program at the VA waS used a; the primary training site for the fac- 
ulty development program. Also at the time VCU was initially funded, people 
in the office of media instruction were very interested in expanding telecom- 
munications at the university and were actively looking for a vehicle to pro- 
mote the effectiveness of teleco.jnuni cations as an educational vehicle. This 
affiliation resulted in ten national broadcasts of teleconferences on a vari- 
ety of geriatric-specific topics. 

Dr. Feather sh?-id some observations from having locked at a lot of GECs based 
on his training as an organizational sociologist. A number of GEC grants are 
structured in such a way that numerous people with less than fifteen percent 
of their time are tied up in the budget. While that staffing pattern can be 
made to work, structurally one could experience t»"ouble. GECs are a peculiar 
kind of organization because not enough money from the government is awarded 
to actually run a lot of programs. One must pull together things that are 
already in existence; thus, GECs become an even more fragmented type of orga- 
nization. After a year, one may decide to make some choice^, in reorganizing 
the GEC. 

Another problem observed for some of the GECs is getting so involved in pro- 
gram operations that not enough time is spent in communication. Whether one 
thinks of this as mar^pting or interfacing or whatever, this should be a major 
part of a GECs overall effort. Communicate with the community, with the uni- 
versity, and keep in touch with the bureau staff as well as with the other 
GECs. 

The third point made focused on the ooal of professional faculty training. 
Regardless of varying methods, one doesn't have very much money to work with. 
Thus, it was recommended that one identify other institutional resources and 
put packapes together in a way that helps in attaining goals. 
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Title: EVALUA TION STRATFCTf j; 

Objectlve(s): 

0 Provide historical perspective of steps taken to evaluate faculty develop- 
■ent activities. 

0 Discuss factors considered when constructing protocol for evaluation of 
center activities. 

0 Indicate ways In which Inforaatlon obtained through evaluation has refined 

specific center ac'Jvltles. 
0 Engage participants In discussion of Issues surrounding the collection and 

analysis of Informa^.lon regarding center activities. 
Presenter{s): Jurgis Karuza, Ph.D., Western New York 6EC 
Richard Hubbard, Ph.D., Western Reserve GEC 
Lucia Torlan, Ph.D., Hunt er/Nt. Sinai GEC 

Dr. Karuza pointed out that as objectives change, evaluation strategies should 
change. The evaluation process can be very coercive In helping map changes 
and objectives, thus leading to Individualized evaluation approaches. 

Evaluation tools are nothing more or less than practical Instruments for the 
GECs. Evaluations can also be helpful In planning new objectives. The evalu- 
ation tool Is a more scientific, objective way of getting Information about 
where the GEC should be going two years, three years, five years down the 
line. 

A long-term Issue on which attention should be focused Is the feasibility of 
standardizing evaluation Instruments. 

Dr. Hubbard stated that the goal of the evaluation task force begun In Buffalo 
last year was to come up with a strategy that provided enough flexibility for 
each GEC's personality to show, but at the same time at least use the same 
language. 

The first coimnon denominator GECs came up with was a forty-hour training pack- 
age, whether clinical In nature, a series of workshops, or one week-long In- 
stitute. Enrollees were envisioned as people committed to a program of 
training of at least forty hours. 



The second issue concerned who was being trained. Seven trainee categories 
wers developed: (1) Academic faculty; (2) Clinical faculty were separated out 
for a reason-- first, the kinds of educational skills they need are not how to 
give a lecture, but how to supervise a student and how to give feedback in a 
clinical setting; (3) In-service and continuing education coordinators and 
health educators are people who are primarily in practitioner settings, but 
who have educational responsibilities; (4) Administrators generally come in 
for training because they are planning a new geriatrics program; (5) Practi- 
tioners in clinical practice can gain confidence as they become clinically 
more competent in dealing with the elderly; (6) Students; and (7) Lay per- 
sons. 

In describing the recording instrument, the first column was for enrollees. 
The other areas broken down were the actual activities that GECs do, which 
were as follows: (1) Didactic presentations- -lectures, conferences, mini- 
courses, and independent study programs--constituted the typical classroom 
category; (2) Clinical training included providing preceptorships, practicums, 
field placement, and mini-residences. This category was for more observation- 
al or participatory learning; and (3) Special projects, i.e., after one 
reached the forty-hour training level, called for enrollees to finish a "cap- 
stone experience," which involved taking what had been learned and applying 
it in one's area of responsibility, such as developing a course, a curriculum 
project, etc. 

What was produced is a chart of disciplines by category of enrol lee. Case 
Western also used an enrol lee tracking form. The results of using this system 
afforded the Bureau of Health Professions an opportunity to collapse across 
GECs and determine that X number of academic faculty in medicine have been 
trained with the average number of enrollees per 6EC. 

Dr. Torian presented main components of evaluations that can improve GEC pro- 
grams. The first thing to be done was a needs assessment before training be- 
gins. Enrollees were questioned to find out (1) what kind of geriatric 
training they've had in social work, medicine, and nursing; (2) what kind of 
geriatric population their institution served; and (3) what their perceived 
needs were. 
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Regarding impact and outcome measures, it was realized that to evaluate a num- 
ber of different parameters perceived to be deficient in geriatric care would 
be difficult. However teaching GEC associates to do that themselves is impor- 
tant because conducting controlled studies of whether a training program that 
addresses whether certain special issues could actually make a difference in 
that institution is beyond the scope of the project. 

What was being attempted was increase the quality of their commitment and in- 
crease their knowledge base and their expertise; thus, they learned how to do 
cognitive 'esting, evaluations, and how to do a study of whether one nursing 
unit can actually prevent falls or whether the physicians can deal with 
polypharmacy over a short period of time. 

The final thing was the crucial nature of follow-up. Except for needs as- 
sessment, follow-up consisting of six-week surveys, six-month surveys, tele- 
phone hotlines, follow-up workshops, and colloquia that involved both former 
and current associates revealed more than anything. Follow-up was critical 
for curriculum development for restructuring the organization and for being 
able to respond to the needs of the population. 

Finally, institutions inadvertently place a lot of obstacles in the way of 
faculty associates who go back and try to implement GEC programs. It may just 
be a question of release time or it may just be a question of overcommitment 
for the staff. So one should try to identify where blocking occurs, why it's 
happening, what can be done about it, and how one can adjust for it in the 
future. 



Title: fiFC S TAFF DEVELOPMENT SFSSION 

firfiMfi A: Hodels jfl Geriatric Education : Inoressions and Concerns 
Ohjectlve(s): 

0 Provide overview of varying approaches to the education of health profes- 

.^lonals used by GECs. 
0 Discuss factors in choosing one strategy versus another. 
0 Identify perceived concerns in documenting the Inpact of one strategy 

versus another. 

Presenter{s): Joyce Prothero, Ph.D., Northwest GEC, facilitator 
Lynn Groth, M.S., Dakota Plains GEC 
Elizabeth Sanchez, Ph.D., Univ. of Puerto Rico GEC 

Dr. Joyce Prothero stated the Northwest Geriatric Education Center at the Uni- 
versity of Washington in Seattle ser-es the states of Washington, Alaska, Mon- 
tana and Idaho which comprise roughly 22 percent of the total land mass of the 
United States. The GEC involves seven units within the health science center 
comprised of the schools of dentistry, medicine, nursing, pharmacy, public 
health and community medicine; social work and the Institute on Aging at the 
University of Washington. The primary go?i of the Northwest GEC is to make 
available instructional resources for the purpose of enhancing the knowledge, 
clinical skills, and teaching expertise of faculty and practitioners who teach 
or supervise students. 

The principal training vehicle used is the Individualized In-Residence Train- 
eeship which requires the completion of at least 80 contact 'ours of instruc- 
tion during a one-year period. The traineeship may be completed on either a 
full-time or part-time basis on the University of Washington campus. Upon 
completion of the traineeship, each individual is expected to integrate the 
newly acquired content into t..eir teaching or practice situations. The other 
mechanisms, outside of consultation and technical assistance, used to improve 
the geriatric knowledge of both practitioners and educators is an intensive, 
five-day summer institute. 

Factors contributing to selection of the area served and the instructional 
programs offered included relationships established through the WAMI con- 
tinuing educ."!*.ion network, costs associated with moving faculty experts across 
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a large geographic area, previous dealings with area health education centers 
within each of the four states, and the capabilities existing within the 
health science center. 

Mr. Lynn Groth described the Dakota Plains Geriatric Education Center which 
serves a two-state area, specifically North Dakota and South Dakota State Uni- 
versity and the University of South Dakota. The Department of Family Medicine 
within the UND School of Medicine in Grand Forks serves as home for the Dakota 
Plains GEC. The activities of the center are directed at assisting health 
professions educators and associated service providers to improve their teach- 
ing capabilities in geriatrics. A faculty of experts and an advisory committee 
comprised of various health professionals within the two-st«te region are used 
to assist the programmatic offerings of the center. 

The primary mechanism used to improve geriatric education and practice within 
the health professions is the Fellowship Program. Over the course of a year, 
fellows chosen from the participating institutions are expected to complete 
three, one-week didactic seminars, develop curricula, pursue independent study 
in geriatrics, and complete a leadership project related to the needs of their 
respective institutions. Approached in this fashion, it was felt possible to 
have a longer lasting impact on the individual trained and the institutions 
invol ved. 

Dr. Elii^abeth Sanchez directs the Geriatric Education Center of the University 
of Puerto Rico which is part of the faculty of Biosocial Sciences and Graduate 
School of Public Health of the medical sciences campus. The center's goal is 
to improve the quality of health care services to the island's elderly popula- 
tion in ways that will assure adequate treatment of older individuals. The 
approach used to accomplish this goal involves the education of faculty in 
geriatrics who will, in turn, train future health care providers. Disciplines 
participating in the faculty training effort include medicine, nursing, allied 
health, dentistry, public health, pharmacy and social work. 

A twelve-week program comprised of four formal courses is used to enhance fac- 
ulty knowledge and skills in geriatrics. Consultative advice and technical 
assistance are provided to each faculty member by instructional design spe- 
cialists when faculty trainees are ready to incorporate geriatric content into 
their school's curricula. 
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Irrt«p«ctive of the approach to training health professions educators and com- 
munity practitioners, methods exist by which to discern the numbers and disci- 
plines involved. It is more difficult to discern the exact impact at the 
institutional or practice level. Of even greater concern is what effect does 
the departure of a trained individual have on the content within a specific 
course over time. 
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fiC&ilB fi: Strjiteqig? io Promote Education in Geriatrics 
Objectlve(s): 

0 Describe environment within institutions and surrounding coiiinunity relative 
to education in geriatrics when preparing application for center grant. 

0 Discuss how environment has changed over time since inplenentation of cen- 
ter activities. 

0 Identify those steps taken which appear to have had the greatest impact on 

geriatric education in these environments. 
0 Engage participants in discussion of alternative ways in which to engender 

greater interest in geriatric education. 
Presenter(s): J. Richard Connelly, Ph.D., Intermountain West GEC, facilita- 
tor 

Bemice Parlak, M.S.W., GEC of Pennsylvania 

Gary Nelson, D.S.W., Univ. of North Carolina at Chapel Hill GEC 

Richard Schulz, Ph.D. (for Ms. Parlak who was not present), Co-Director of the 
GEC of Pennsylvania presented his program In terms of Its core components, 
history and changes. The program Is based In eastern Pennsylvania at Temple 
University and the University of Pittsburgh on the western end of the state. 
Bernice Parlak, MSW, directs the program as a whole. As co-director at the 
University of Pittsburgh, two parallel programs which draw on the resources of 
both universities are conducted with a core faculty of about 20 Individuals 
from all major disciplines. Temple Is very strong In dentistry and pharmacy, 
so their dental and pharmacy faculty come to Pittsburgh to do training with 
medicine and vice varsa. The core of the training program is a seven-day, 
sixty-hour intensive which runs consecutively; attendees must make a commit- 
ment to come to one of the campuses and stay there for seven full days. 

Another feature is having students sign a contract before or when they enter 
the course. That contract specifies what they're going to do with what the 
GEC provided them after they complete the training session. Gloria Barry, 
Ph.D., project coordinator, is responsible for this. 

The GEC was built upon a long-standing institute on aging at Temple focusing 
primarily on gerontologic research; decentralized activities, primarily in the 
health sciences area, are at Pittsburgh 
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Dr. Connelly from the University of Utah presented a different approach than 
that of Dr. Schulz. An aging network was formed to invite practitioners and 
Triple As of state units on aging plus the faculty in each of the state uni- 
versities to come to a centralized location for an initial visit; it was a 
day-long didactic session wit.h discipline-specific hourly meetings within that 
day so that every discipline had some time to interact. A continuing educa- 
tion session for each of the disciplines helped recruit practitioners. Clini- 
cal rounds were conducted in a local hospital or nursing home that were both 
discipline-specific and interdisciplinary at each of the sites. Staff went 
back three other times during the two years to each of those sites and carried 
out that same kind of agenda: a didactic day of education, a clinical rounding 
of disciplines leading to interdisciplinary rounds, and a continuing education 
session. Trainees were brought into Salt Lake for specific faculty develop- 
ment education. 

The emphasis in the third year was bringing those selected faculty into Salt 
Lake City for two sessions. One was a four-day intensive designed to produce 
either modules or courses assisted by a librarian, a one-on-one session with a 
discipline-specific peer, and then a meeting with the remainder of the faculty 
to talk about issues that are interdisciplinary or multidisdpl inary in na- 
ture. The second session was a one and a half-day intensive at which four 
guest speakers -- a geriatric nurse and a geriatric physical therapist -- ad- 
dressed research as well as clinical issues. 

One other thing done in the second year was enrollees team taught a geriatric 
lecture with their discipline peer. Trainees then solo teach and are given 
feedback about their presentations. 

A question was asked about publications depicting GEC training. Dr. Connelly 
responded that at his GEC there exists a training manual that describes the 
sequence of courses or lectures as well as outlines for each. 

Question s from audience : What philosophy or concepts were used to design your 
educational program? The response was that the initial assumption was that 
most of our people didn't know very much and so the first set of courses or 
lectures were very basic geriatric, gerontological material. We soon learned 
after the first visit with feedback on those discipline-specific sessions that 
we had a group of people who had a lot more expertise than we had assumed and 



wanted very specific things on disease and illness, long-term care, service 
delivery, and problems in networking. 

A comment from the audienrp was use of a "topic approach" coupled with an 
analysis of the literature in the specific disciplines tying that literature 
to the competencies that are required in each discipline and then comparing 
the competencies with curriculum guidelines. Then a monthly series was held 
in which people from various disciplines looked at the competencies and had an 
interdisciplinary exchange. 

Dr. Nelson comnented that Ms. Linda Redford at the University of Kansas' Medi- 
cal Center and Nursing School has an Administration on Aging grant to gather 
curriculum tn the health and allied health schools. To be published in June 
1988, this work would be another source for many to use as curriculum guides. 
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TITLE: CFP. T ECHNICAL ASSISTANCE SF^CSTOWS 

£nsyiLfi: Accessing Educational Resources 
Objectlve(s): 

0 Discuss repositories of inforaation available to faculty responsible for 
educational programs for care providers. 

o Review ■echanisns used by various groups to evaluate quality and appropri- 
ateness of resources as educational tools. 

0 Describe mat -ials development activities underway within existing GECs. 

o Engage participants in discussion concerning perceived needs for instruc- 
tional resources for target populations. 

Presenter(s): Linda Davis, M.P.H., Ph.D., O.T.R., Pacific GEC 
Joanna Mellor, M.S., Hunter/Mt. Sinai GEC 
Davis Gardner, M.A., OVAR GEC 

Ms. Linda Davis, Ms. Joanna Mellor, and Ms. Davis Gardner each contributed to 
the following summary of this sesson. 

Early on it was necessary to undertake the collection and classification of 
large volumes of materials as a means of discerning both what was available 
and its value to activities undertaken by geriatric education centers. Early 
years at the Pacific GEC focused on the development of a comprehensive reposi- 
tory of aging-related materials. Library holdings were reviewed, adult educa- 
tion resources identified, clearinghouse bibliographies and materials 
obtained, professional associations contacted, expert faculty and practition- 
ers recruited and developers of textbooks and audiovisual s contacted. As a 
result of these efforts, it was possible to identify standards of practice in 
geriatrics adopted by professional organizations, generate content outlines 
for use with curriculum development activities, prepare discipline-specific 
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bibliographies for use In association with GEC-sponsored programs, and estab- 
lish a resource network throughout region nine comprised of educators, pub- 
lishers and clearinghouses. By contrast, the informational activities engaged 
in by the Hunter/Mt. Sinai GEC were centered around providing technical sup- 
port services and folders of materials germane to programmatic activities 
without building another library or for that matter a comprehensive resource 
center. Factors contributing to the decision included the number of libraries 
already available and the fact that most disciplines had their own list of 
resources for information. Whatever the approach taken relative to GEC pro- 
gram attendees, it was clear that considerable information already existed; 
and if used wisely, should meet the needs of most health professionals. 
The mechanisms used to evaluate the quality of available educational materials 
have involved formal critiques in form af accuracy, newness, usefulness and 
level of appropriateness to informal feedback regarding content from faculty 
experts in the field. Unique approaches have also included faculty-sponsored 
journal clubs and audiovisual festivals run annually using program associates. 
The outgrowth of these kinds of activities was an awareness of the importance 
of content experts when selecting materials for program attendees, and that 
instructional resources less appropriate to the needs of faculty trainees were 
however, usable with paraprofessional s and volunteers. 

The bigger questions relate to whether the information provided served to mo- 
tivate program participants, met the informational needs of organizational 
representatives, and brought new information cO health professionals interest- 
ed in geriatrics. Experiences at some centers indicate that data gathered 
from participants in course offerings concerning the newness of information 
may be misleading. Long-term follow-up suggests that respondents were ini- 
tially reluctant to acknowledge the newness of the information presented. 
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There are a number of existing projects being undertaken by individual cen- 
ters. These projects include curriculum development guidelines, audiovisual 
catalogs, electronic bulletin boards and computerized bibliographic refer- 
ences. Other centers are focusing efforts on the preparation of syllabi for 
use with interdisciplinary learning programs, generation of care-based materi- 
al for teaching activities, and content outlines for core programs. Many of 
these topics were discussed in an issue of Gerontology and Geriatric Educa- 
iim, (Vol. 8, Nos.3/4, 1988). 

The above notwithstanding, it was also apparent that essential resources were 
lacking in such areas as bibliographic references on Hispanic elderly, minori- 
ty faculty recruitment, and cross-cultural issues in aging. Another area to 
be considered involves preparation of a compendium of nationwide resources for 
funding training in gerontology. Lastly, resources to support the evolving 
review programs in geriatrics for internists and family physicians seeking 
credential ing as geriatricians should be widely available. 
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Croup B: Establishing Cowwiunltv Linkages 
Object ive(s): 

0 Consider the purposes for which linkages are established with coinnunity 

agencies and organizations. 
0 Discuss the various mechanisms used to identify the nature of the linkage 

established. 

0 Explore the implications of community linkages to the scope of the educa- 
tional programs and technical assistance activities offered by the center. 
0 Engage participants in a discussion of strategies to address factors per- 
ceived as impacting on the ability to establish essential linkages. 
Presenter{s): Carolyn Marshall, M.P.H., South Texas GEC 
Richardson Noback, M.D., Nissor i GEC 
Ames Tryon, D.D.S., Ph.D., Mississippi GEC 

Ms, Carolyn Marshall. Dr. Richard son Noback . and Dr. Ames Trvon . each contrib- 
uted to the following summary of this session. 

Outreach activities within the community, whether the environment be the in- 
stitutional campus(es) or the city or state surrounding a geriatric education 
center, were motivated by somewhat selfish purposes. For some centers the 
motivating factor stemmed from the need to identify physicians and other 
health professionals to participate in the educational programs offered. 
While it was initially possible to have a center serve the needs of the spon- 
soring institution's faculty, it rapidly became apparent that there existed a 
core of individuals from which to draw participants. Other centers viewed 
outreach activities within the community as a marketing tool designed to pro- 
vide the visibility required to heighten consumer interest in the products and 
technical services available. Establishing linkages with professional groups, 
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state advisory bodies, and campus representatives provided visibility for 
those activities underway. Through such contact and interactions one likewise 
acquired assistance with further access into the community, especially as it 
related to key players and community leaders. Such linkages also brought un- 
expected returns when technical assistance provided results in benefits to the 
community, an example being input to the design of a retirement community that 
resulted in a training site for health professions students. Lastly, some 
centers have used community linkages as mechanisms to facilitate continued 
institutional input to the development of potential solutions to problems. 
Through these networks one establishes the utility of center activities in the 
eyes of community leaders, legislative representatives, and key individuals in 
academic health centers. 

The process by which one goes about the establishment and nourishment of link- 
ages between geriatric education centers, local and state agencies, and health 
professions organizations, requires considerable attention. Outreach necessi- 
tates a certain conceptual framework within which to shape one's activities. 
It requires the use of communicators with proven abilities to acknowledge au- 
thority and follow through on commitment. These individuals must have demon- 
strated the ability to get all campuses into the community. Next is the 
strategy used to involve community representatives in the identification of 
perceived problems as opposed to perceived needs. Approached in this fashion, 
it allows the institution/geriatric education center to propose solutions to 
address the perceived problems and work with groups to select the most accept- 
able solutions and then establish project priorities. Simultaneously, one 
develops a reputation of being trustworthy, a reputation that then allows the 
center to bring its activities into communities. 



ERIC 



-28- 

40 



As one sets about to establish community linkages, attention must likewise be 
paid to the extent of preexisting institutional involvement in community af- 
fairs, the existence of university- community linkages established through such 
mechanisms as extension services for agricultural and other purposes. In some 
states senior, full-time persons coordinate the communication and activities 
associated with their component of the network. With their assistance it is 
often possible to begin dialogue with community leaders essential to the iden- 
tification of perceived problems. It is apparent that geriatric education 
centers have offered programs that were poorly attended as a refilt of inat- 
tention to community needs, as well as misperceptions regarding factors con- 
tributing to attendance. An example presented dealt with the absence of prior 
involvement in other community activities that translated to nonattendance. 

The main implication of the lessons learned uuring the establishment of commu- 
nity linkages was that continued success, as evidenced by p rticipation in 
programs over time, required ongoing involvement and attention to community- 
perceived probleirs. One must understand that faculty at community colleges 
and four-year colleges know ^ * to teach and evaluate; whereas their interests 
evolved around content and resources to augment curriculum activities. One 
must also be aware that trust is established over time. An institution with 
limited prior community involvement carmot expect open acceptance overnight. 
The trust has to be earned over tiiis through a demonstrated level of involved 
participation and follow- through. 

Having established the ability to work within the community, it became neces- 
sary to develop inducements to participate. The marketing approaches devel- 
oped across the countr> by geriatric education centers involved affiliation 
networks to access center resources and programs, award programs to recognize 
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various levels of involvement in activities offered, and educational contracts 
to describe the things to be accomplished by persons enrolling in some form of 
professional development program. The professional development awards pro- 
grams devised by the Mississippi 6EC is perhaps the most notable example. 
In working with institutions to bring about curriculum change, the existence 
of national standards for a specific health-related discipline could be used 
to emphasize need for changes. This could be accomplished by comparing the 
standards with the results of an in-depth curriculum analysis. This same 
approach would then be carried over to program planning with state agencies 
dealing with credential ing of health care providers in nursing homes. 
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IV. WORKSHOP AGENDA 

Fourth Workshop For Key Staff of GECs 
and 

Session Summaries 
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Friday, April 22 > 1988 



1 1:30 AM -1:00 PM REGISTRATION 



1:00 PM 



1:15 PM 



2:00 PM 



OPENING REMARKS 
Michael E. DeBakey, M.D. 
Chancellor, Baylor College of Medicine 

WELCOME AND STATEMENT OF PURPOSES 

Robert Roush, Ed.D,. M,P,R. Project Director, Texas 
Consortium of Geriatric Education Centers (TCGEC) 

Thomas Louden, D.D.S., Director, Division of 
Associated and Dental Health Professions 

Carol Gleich, Ph.D., Project Officer, Fourth Workshop 
for Key Statf of GECs 

PLENARY SESSION ADDRESS 

"Relationship of Geriatric Education to Service 
Delivery Models" 

Itamar Abrass, M.D., Northwest GEC 
Panel Discussion 

Glen Hughes, M.D Univ. of Alabama GEC 

Margaret Dimond, R.N., Ph.D., Intt^mountain West GEC 

Robert Luchi, M.D., TCGEC 

TASK FORCE REPORTS TO PLENARY SESSION 

Linkage Building: 



Evaluation: 
Curriculum: 
Issues and Trends: 



Michele Saunders, D.M D., M.S., 
M.P.H,, South Texas GEC 
Jurgis Karuza, Ph«D., Western New 
York GEC 

Davis Gardner, M.A,, Ohio Valley 

Appalachia GEC 

Bernice Parlak, M.S.W., GEC of 

Pennsylvania 



LOCATION 

Juniper 

Juniper 



Juniper 



Juniper 



2:45 PM 



COFFEE BREAK 



Juniper 



ERLC 



-32- 

44 



3:00 PM TRANSITION OF TASK FORCES TO WORK GROUPS 

Group A: Linkage and Communication Work Group 
Rccordcn George Magner, Ph-D,, TCGEC 
Facilitator Gloria Barry, R,Nm Ph^D^ GEO nf Pennsylvania 

Group B: Project Assessment Work Group 

Recorder Ted Sparling, Dr^RR, TCGEC 
Facilitator Deborah Simpson, Ph^D-, Midwest GEC 

Group C Geriatric Education Work Group 
Recorder Lisa Leonard, PH.Dm TCGEC 
Facilitator Lucille Nahemow, Ph^D,, Univ. of Connecticut GEC 

Group D: Policy and Planning Work Group 
Recorder Otto Van Duyn, Ph-D-, TCGEC 
Facilitator Gerald Goodenough, M-D-, Intermomtain West GEC 

4:15 PM WORK GROUP REPORTS AND RECOMMENDATIONS 

4:45 PM EVALUATION OF SESSION 

Carl Fasser, RA,-C, TCGEC 

5:00 PM INDIVIDUAL STUDY 

7:00 PM WELCOME RECEPTION AND DINNER 

Weber Plaza, Texas Medical Center 

Saturday, April 23. 1988 



8:00 AM 

8:30 AM 
9:00 AM 



BUSINESS BREAKFAST FOR GEC DIRECTORS WITH 
FEDERAL OFFICIALS 

Continental Breakfast for Workshop, Participants 
PLENARY SESSION ADDRESS: 
'Issues in Geriatric Education* 

David N. Sundwall, M.D., Assistant Surgeon General and 
Administrator, Health Resources and Services Adminis- 
tration 

Panel Discussion 

Richard Besdine, M.D.*, Univ. of Connecticut GEC 
Rose DoBrof. D-S-W., Hunter /Mt. Sinai GEC 
Eric Pfeiffer. M-D., Univ. of South Florida GEC 



LOCATION 

Camelia 

Magnolia 

Sequoia 

Willow 

Juniper 
Juniper 



LOCATION 
Forest (') 

Forest (1 & 2) 
Juniper 



10:30 AM 



IDEA EXCHANGE SESSION/COFFEE BREAK 



Juniper 
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10:30 AM Set-up for Table Clinics ♦♦ 

10:45 AM CEC STAFF DEVELOPMENT SESSIONS 

Group A: Strategies for Curriculum Integration 

George Caranasos, M.D ♦, Univ. of Florida G^C 
Mark Stratton, Pharm.D.. New Mexico GEC 
Rosemary Orgren, Ph.D., California GEC 

Group B: Interdisciplinary Education in Geriatrics 

Benjamin Liptzin, M.D.* Harvard GEC 
Mary Ann Hilker, Ph.D., Univ. of Florida GEC 
Nancy Ellis, Ph.D., O.T.R., Delaware Valley GEC 

Group C Recruitment and Retention of Minorities in Geriatrics 

Rumaldo Juarez, Ph.D.*, TCGEC 
Gwen Yeo, Ph.jJ., Stanford GEC 
Madeleine Goodman, Ph.D., Pacific Islands GEC 

Group D: Clinical Experiences as Part of Faculty Development 

Jesley Ruff, D.D.S.*, Midwest GEC 

Pat Blanchette, M.D., Pacific Islands GEC 

James O'Brien, M.D., GEC of Michigan 

Group E: Approaches to Resolving Unanticipated Problems 

Robert Wallace, M.D.*, Iowa GEC 

Elizabeth King, Ph.D., CEC of Michigan 

Barbara Palmisano, M.A., R.N., Western Reserve GEC 

1 1:45 AM EVALUATION OF SESSION 

Carl Fasser, P.A.-C, TCGEC 

12:00 NOON Table Clinics *** and Buffet Luncheon 



LOCATION 

Evergreen 
(1 &2) 



Camelia 



Magnolia 



Sequoia 



Willow 



Aspen 



Juniper 



Evergreen 
(I &2) 

Juniper 



1:30 FM GROUP REPORTS TO PLENARY SESSION 

Group A: George Caranasos, M.D., Univ. of Florida GEC 
Group B: Benjamin Liptzin, M.D., Harvard GEC 
Group C Rumaldo Juarez, Ph.D., TCGEC 
Group D: Jesley Ruff, D.D.S., Midwest GEC 
Group E Robert Wallace, M.D., Iowa GEC 

* Facilitator 

♦♦ Each GEC will be provided a table on which they can display products, e.g., curriculum guides, 

newsletters, brochures, etc., that represent the activities of their center. 
*♦* Special presentation of geriatric videotapes made possible through an educational grant from 

Marion Laboratories, Inc. From 1:30 - 5:00 PM, the videotapes can be seen in the Redwood Room. 
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i.OCATION 



2:30 PM IDEA EXCHANGE SESSION/COFFEE BREAK 

2:45 PM PLENARY SESSION PANEL DISCUSSION Juniper 

The Role of GECs in Commtuiity Developmenf 

Linda Brasfield, M.S .♦, OVAR GEC 

David Haber, Ph.D., Creighton Regional GEC 

Eric Rankin, Ph.D., Great Lakes GEC 

Carlos Oppenheimer, M.D., GEC of Puerto Rico 

3:45 PM EVALUATION OF SESSION Juniper 

Carl Fasser, P.A.-C, TCGEC 

4:00 PM INDIVIDUAL STUDY 

HOUSTON IN THE EVENING 
(Dinner and entertainment on your own) 



Sunday. Aoril 24. I9g« 
9:00 AM 



9:45 AM 



11:15 AM 
11:30 AM 



MEETING WITH FEDERAL PROJECT OFFICERS 
(Coffee/Juice Provided) 

Dr. Carol Gleich, Mr. William Koenig, and Dr. Tom 
Louden 

BRUNCH AND CLOSING PLENARY PANEL SESSION 

'Future Directions for Geriatric Education Centers" 

Evan Calkins. M.D.*, Western New York GEC 
John Beck, M.D., California GEC 
Jerome Kowal, M.D., Case Western Reserve GEC 
Terry Fulmer, R.N., Ph.D., Columbia University 

EVALUATION OF SESSION AND WORKSHOP 
Carl Fasser, P.A.-C, TCGEC 

WRAP-UP OF WORKSHOP AND ADJOURNMENT 
Drs. Roush and Gleich 



Cedar, Laurel 
Pine 



Juniper 



Juniper 
Juniper 



Facilitator 
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FOURTH HQRIf?;H OP FOR KEY STAFF OF SECs 



Title: WELCOHE. IKTRODUCTIOW AND REVIEW OF PURPOSES 

WglCPW? Statement gf Purposes 
Objectlve(s): 

o Review those Instructional Methods used to prepare and strengthen key 
faculty in geriatrics and gerontology. 

0 Describe characteristics of project staff and trainees involved in the 
national GEC network and document the nature of their educational experi- 
ences in gerontology and geriatrics. 

o Facilitate establishment of affiliations between new and current GECs. 

o Identify current offerings in geriatrics within the curricula for each 
discipline in each GEC. 

o Share developed curricula relating to diagnosis, treatment, and prevention 
of diseases and other health concerns of the elderly. 

o Detennine potential opportunities for the advancement of geriatric educa- 
tion within each GEC's area or region. 

o Promote organizational arrangements and administrative entities which im- 
prove education in geriatrics. 

Presenter(s): Thomas Louden, D.D.S., Director, Division of Associated and 
Dental Health Professions 

Carol Gleich, Ph.D., Project Officer, Fourth Workshop for Key 
Staff of GECs 

Dr. Louden welcomed attendants from the then 31 GECs to the Fourth Workshop of 
Geriatric Education Centers and thanked Dr. Roush, Mr. Passer, and Ms. Wright 
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and associates at Baylor College of Medicine for having put together the pro- 
gram. Dr. Louden also recognized Lorraine Thompson from the Administration on 
Aging. 

Dr. Sundwald, HRSA Director, wanted an interagency agreement with the Commis- 
sioner of the Administration on Aging. Two areas of conjoint activity between 
the Health Resources and Services Administration and the Administration on 
Aging were promotion of staff development strategies to enhance the community 
migrant health centers and Indian health services programs. 

Another area of mutual interest was dissemination to universities and other 
training institutions of materials developed under AoA and HRSA educational 
training programs. Also, GEC-developed training and curriculum materials will 
be distributed to the AoA for their distribution to their agencies. 
Still another plan was to maximize the coordination between AoA gerontology 
education training programs, especially their new national resource center, 
and the Health Resources and Services Administration geriatric training pro- 
grams, such as the GECs. Special emphasis would be on the development and 
dissemination of curricular materials in training health professionals about 
the special needs of minority older patients. 

Dr. Louden mentioned the conference planned on rehabilitation in geriatric 
education for December 4 and 5, 1988 to be held in Washington, D.C. at which 
table clinics are planned to display what the GECs have been and are doing in 
their communities. 



A final point brought to participants' attention was the plan to collaborate 
on the development of a national strategy for the training of in-home aides. 
Training in-home aides has not been a responsibility of the Bureau of Health 

O 
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Professions since they are not classified as one of the professional groups 
identified by Title VII Health Service Act. But in-home aides are an impor- 
tant group of people that need to be better educated to care for elderly per- 
sons as much as possible in their own home and surroundings. These are the 
kinds of things that are being considered for interagency agreements between 
HRSA and the Administration on Aging. 

Dr. Gleich added her welcome to that of Dr. Louden and thanked the Baylor 
staff for having put the program together. She also acknowledged the impor- 
tant role the planning committee played in developing the program. 

Dr. Gleich added that the contract called for the then nine new GECs having a 
one-day orientation prior to convening the workshop: these were University of 
Florida GEC, University of South Florida, Great Lakes GEC, GEC of Michigan, 
New Mexico GEC, Creighton Regional GEC, Stanford GEC, Pacific Islands GEC- 
Hawaii, and the California GEC. 

The basic purpose of the workshop was to interact and share information and 
work together so that GECs can move forward as a group. The four task forces 
developed last year evolved into work groups, but the four basic missions de- 
veloped last year are still incorporated; community linkages, project assess- 
ment, policy and planning, and geriatric education. 
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Title: PLENARY SESSION ADDRESS: "RELATIONSHIP OF 

GERIATRIC EDUCATION TO <;frvt cE DELIVERY MODFIS" 

Relationship of Geriatric Education Service Delivery Models 
Objective(s): 

0 Describe factors contributing to the need for alternative out-patient 
settings for health care delivery. 

0 Discuss trends in health promotion, health protection, and illness preven- 
tion for older individuals. 

0 Consider the Implications of these shifts within the health care industry 
relative to educational experiences in geriatrics. 

Presenter. Itamar Abrass, M.D., Director, Northwest GEC, Keynote Speaker. 

Dr. Itamar Abrass' edited remarks constitute the following summary of this 
session. 

The general topic was one of the major issues that needs to be addressed in 
geriatric medicine now as opposed to saying everyone needs to know geriatrics 
and take better care of our elderly. The issue to be dealt with is a change 
in atmosphere and the sites where care for the elderly is rendered and how we 
should train individuals to care for the elderly in settings other than in the 
traditional acute hospital. 

Life spans are getting relatively close to the generally accepted survival 
curve and people are probably not going to live a lot longer. Since 1960, for 
those individuals over 65 and those over 75, the trend has been an upward one. 
Compared to individuals who lived to age 75 in 1900 relative to those 75 years 
old in 1960, the latter didn't live any longer than somebody who got there in 
1900. The real change, particularly in the last 10 years, but certainly over 
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the last 20 years or so, is that individuals over the age of 65, and particu- 
larly those over the age of 75, are living longer by 2.5 years. 



The next issue came from Fries' 1980 paper in the New England Journal nf Medi- 
£in£ in which the author stated that while people are living longer, the other 
thing that will happen over time is a decrease in the time period people de- 
velop chronic disease resulting in disabling conditions. Fries called this 
the compression of morbidity. The question is, "Is Fries' idea really true?" 

Data from Northern Ireland recently published in the Lancet reported the age 
of individuals when they enter a long-term care facility for a prolonged 
period of time, not people who spend a week or two after a major operative 
procedure and then get discharged. What's happening, particularly for women, 
but the trend is the same for men, is that people really are older at the age 
that they enter a long-term care facility for true long-term care. Thus, peo- 
ple are entering nursing homes or long-term care facilities at later ages and 
they're staying longer. 

What can be observed in the community? About 19% of the individuals over the 
age of 65 have some functional disability that requires assistance, either in 
their lADLs or in their ADLs. As they get older, people need more and more 
assistance; almost half the people over the age of 85 need some assistance in 
care. 

What are the major causes of mortality? Heart disease, (there are health pro- 
motion disease prevention strategies that have impacted the decline in heart 
disease), cancer (the issue of smoking), hypertension, chronic obstructive 
pulmonary disease, pneumonia, influenza (the issue of vaccination), and 
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sequela of falls, which is the major cause of injuries in the elderly. If one 
looks at the causes related to mortality in the elderly, all have aspects for 
opportunities to decrease mortality. 

What are the disorders contributing to activity limitations? Heart disease 
and arthritis are the two major ones, with visual impairments and high blood 
pressure being diseases about which we can make major health promotion and 
disease prevention interventions that can make a difference in the disorders 
that decrease limitation of activity. 

The Surgeon General's publication. Healthy People , recommended (1) maintenance 
of social activities, including work, as opposed to the general trend of re- 
tirement, (2) engaging in regular exercise, (3) specific nutritional needs, 
and (4) getting periodic health check-ups. 

Other recommendations included simplification of medications, consulting phy- 
sicians about immunizations, enhancing home safety particularly related to 
falls, and having available home services so the elderly can stay at home. 
The traditional site for training has clearly been the acute hospital. But 
what's happening to our acute hospital? For a host of reasons, length of stay 
is shortening, not just due to DRGs, but changing technology contributes to 
length of stay. Most of the people are at the end stage of their chronic dis- 
eases when they're in the hospital. They're no longer in that setting where 
one can make some major impact as a result of health promotion disease preven- 
tion. A trainee taking care of a patient in an ICU who is in gram negative 
sepsis doesn't want to hear from the geriatrician about whether or not the 
person got his or her pneumococcal vaccination or was immunized for influenza 
this week. 



In looking at the high priority services previously mentioned, we must begin 
to deal with geriatric education in different settings; the acute hospital is 
not the place in which that can be done effectively. Thus, these questions 
must be answered: What sort of sites are needed to be developed and what kind 
of curriculum do we use to do this? How can teams be trained to care for in- 
dividuals in nursing homes? Where and how does one teach various providers 
health promotion and disease prevention issues? And when and where in the 
curriculum are rehabilitation issues dealt with? 

Dr. Abrass closed his presentation by suggesting that throughout the remainder 
of the conference, the conferees discuss ways of developing the kind of train- 
ing and the kind of personnel who are going to meet these high priority ser- 
vices. 
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TITLE: PAHFL DISCUSSION: RELATIONSHIP OF GERIATRIC EDUCATION TO SERVICE 

DELIVERY MODELS 

Objectlve(s): 

0 Debate the implications of alternative care settings for geriatric educa- 
tion programs. 

0 Challenge the benefits to be derived by changes In at-risk behavior exhib- 
ited by cider individuals. 
0 Question whether there should be a direct relationship between geriatrics 

education and service delivery models. 
Presenter (s): Glen Hughes, M.D., Univ. of Alabama GEC 

Margaret Diraond, R.N., Ph.D., Intermountain West GEC 
Robert J. Luchi, M.D., Drrector, Huffington Center on Aging, 
Baylor College of Medicine 

Dr. Luchi said one approach tc some of the specific issues that Dr. Abrass 
raised is an emphasis on home and community care. Based on local experience 
gained in Houston, some fundamental principles regarding delivery of health 
care have been rediscovered as a result of operating a new day center for pa- 
tients with Alzheimer's disease and related disorders. The center wa devel- 
oped by the local Sheltering Arms Group, a hospice prog am and a long-term, 
noninstitutional care program- It also served as a preclinical elective expe- 
rience for medical students and was entitled "Aging, Health and Community 
Care". 

Of the four things relearned in going through these experiences, the first is 
that it is essential to make sure that the clinical activities have matured .o 
the point where everything is working smoothly before adding the additional 
stress of an educational program. Also it helps to have a research component 
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in place prior to an educational effort because the spirit of inquiry and 
analysis add to the richness of an environment in which clinical education 
takes place. 

The second principle rolearned is that students are time consumers, not time 
savers. Don't take students and expect that they're going to help you get 
through your day in a shorter amount of time than you're already spending. 
They're going to extend your day. It's critical to establish at the beginning 
the commitment to teaching and to reestablish periodically that commitment 
because things change in major ways, e.g., maternity leave, illness, cut backs 
in funding, loss of staff, etc. 

The third lesson relearned is that appropriate field experiences should be 
devised. It is always possible to fall into the "field-trip experience trap." 
How can you avoid this and deepen the experience? For example, when our stu- 
dents visit the elder law clinic, we insist that they interview the recipients 
of the care so that they can get a well-rounded picture of what's going on. 
.hey bring back a report critiqued by our faculty and by the lawyers and the 
law firm so that feedback to the students closes the loop in a way we think 
avoids the trap of just another field trip experience. 

And the last thi'g relearned is, in training students for the real world, make 
sure they can generalize the experience. The more universal the experience 
the better, e.g., a hospice program can be used for students and fellows to 
learn about death and dying. Inasmuch as the mortality rate is 100%, and 
since these issues are ever present, they will be able to use the principles 
and practice that they've been taught in other settings. 
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Dr. Dinond stated that a major issue facing gerontological nursing, and proba- 
bly othfer disciplines as well, is practice and development. In a 1986 survey 
conducted by the American Nurses Association, forty percent of the faculty 
responsible for teaching gerontological content were reported to have had no 
formal educational preparation for their teaching. Similarly, clinical pre- 
ceptors or supervisors of students were not formally prepared in geriatric 
nursing. An overwhelming majority of schools indicated that students contin- 
ued to receive clinical experience with older adults in acute facilities. The 
emphasis in nursing curricula, when it does focus on elders, is a continued 
emphasis on acute illness rather than on health promotion and health mainte- 
nance. A majority of the survey respondents indicated preference for an inte- 
grated curriculum in which gerontological /geriatric content is included rather 
than separate courses in geriatric nursing. The central issue is faculty de- 
velopment, without which discussing curricuiu development or alternative 
clinical sites or interdisciplinary experiences for students is meaningless. 
Regarding alternative care settings, one of the best ways students get some 
kind of an introduction to the older individual is for them tc work with well 
elderly, not with people in institutions, not even with people who are coming 
to traditional clinical settings. Ambulatory or home health care provides 
opportunities for students to learn common illnesses of the elderly; what they 
see in university hospitals are usually catastrophes. Students in home care 
and ambulatory settings have opportunities to learn how to deliver sensitive 
care to the elderly and get first-hand information on all of the available 
services needed for older people and how those all need to be coordinated. 
Furthermore, home care opportunities offer the student the chance to look at 
the functional ability or disability level of the individual right in the 
place where they are living, and in many cases, deal with the issues sur- 
rounding dying and grief. 
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Since all older people have chronic conditions, we need a whole new definition 
of wellness for individuals with chronic conditions. Health needs tr be 
stressed at least as much as illness in the curriculum. For nurses a heavy 
emphasis should be placed on the frail elderly who frequently are not in need 
of medical care, but are very much in need of nursing care. Other major areas 
of curriculum and faculty development and student learning exercises in geri- 
atrics should deal with bioethics and how scarce resources are allocated, 
i.e., high-tech options and quality of life for elders. Good ways to relate 
geriatric education with service models, e.g., the teaching nursing home con- 
cept, must be found. 

Dr. Hughes said that primary prevention is a concept that allows us to think 
in terms of not only improving quality of life, but helping the health of our 
country's economy by reducing disability days, etc. However, it is a concept 
that can have some danger associated with it if one becomes overzealous in an 
effort to make decisions for individual patients. Most of the studies on pri- 
mary prevention have been based upon middle age and younger subjects. There 
is a dearth of data that look at risks among older individuals and the impact 
of intervening for that risk itself. Hypertension is a classic risk factor on 
which intervention actively reduces cardiovascular disease mortality. Al- 
though Framingham has generated much valuable information regarding cholester- 
ol, what one sees is a strong correlation between cholesterol and 
cardiovascular disease that diminishes over time until the relationship be- 
comes tenuous regarding the elderly. When looking at risk-factor programs, 
what one sees is that risk- factor decisions are made upon algorithms based 
upon younger individuals, and developing algorithms for older persons is a 
very difficult task because there simply isn't that much available data. 



The point is that decisions need to be based upon valid, reliable data, for 
the odds ratio for dealing with older individuals is quite different than it 
is when dealing with younger individuals. Quality of life must be considered 
as a much more profound variable when looking at older people in terms of 
cost-benefit analysis than with younger populations. 

Community screening programs do not usually demonstrate benefits commensurate 
with efforts; however, if reimbursement is allowed for priinary prevention ac- 
tivities, then there would be more demonstration projects funded across the 
country. 

Through the GECs, the opportunity, perhaps even obligation, exists to make 
prevention a cornerstone of our training efforts, but in doing these things 
make sure decisions are data-based ones and exercise extreme caution due to 
the nature of the population being dealt with. 
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Title: TASK FORCE REPORTS TO PI CNARY SFSSinw 

llPMqe Building; Evaluation t Curriculum t Issues and Trends 
Objective(s): 

c Provide overview of eat Tier task force activities. 

0 Describe activities accomplished since previous meeting. 

0 Identify areas specified as being in need of continued attention. 

Presenter{s): Michele Saunders. O.M.D., M.S., M.P.H., South Texas GEC 
Jurgis Karuza, Ph.D., Western New York GEC 
Davis Gardner, M.A., OVAR GEC 
Bemice Parlak, M.S.W., GEC of Pennsylvania 

Li nkage Building 

During this past year the linkage task force has focused on Virginia Com- 
monwealth University's audiovisual teleconference, on th« South Texas GEC's 
audio teleconferencing, and Alabama's electronic bulletin board. 

Dr. Saunders inquired about the number of GECs participating in VCU's 
teleconference: three GECs had participated. 

As far as the electronic bulletin board at Alabama, there are 18 institutions 
utilizing this service: three of those are GECs, however, several GECs did 
not have modems last year whereas eight more have attained modems and just 
have not had the time to install them. Thus, 11 of 31 GECs with modem capa- 
bility are progressing in the right direction. We need more direction about 
what kind of use we can make of electronic bulletin board other than for a 
calendar. One request frequently heard, particularly from the new GECs, was 
that they would like more access to resources through the bulletin loard. 



Regarding abstracts, the Bureau did not send copies of GEC abstracts, but 
there is an updated listing of GEC abstracts and Dr. Gleich did have those 
prepared and they will be available at the table clinic. 



Dr. Saunders pointed to the hard work of the SUNY Buffalo staff in developing 
a new directory which was made available at the meeting. 

A suggestion was made regarding the problem with PBX-switchboard people at the 
universities not knowing about the existence of GECs. 

^ request has been made that we consider thinking about a short monthly news- 
letter to all GECs about linkage opportunities, idea sharing, etc. 

Evaluation 

Dr. Karuza recounted that the task force met for the first time last year in 
Buffalo, and he introduced Dr. Richard Hubbard from the Case Western GEC to 
present a synopsis of what has happened. 

Dr. Hubbard described the reporting mechanism that has been proposed that was 
designed to be generic in nature and document basic commonalities that the 
centers share. 

Project directors were using the form as part of their progress summary re- 
ports to begin establishing the categories and numbers of people with whom 
they're working. 

Everyone was encouraged to use it in some sort of modified form so that it 
might be possible to collapse across the GEC movement in order to orchestrate 
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a real national representation of the variety of people and disciplines that 
GECs trained. 



Dr. Hubbard mentioned that a special issue of Gerontology and Geriatric Educa- 
tion would be published soon that represents the contribution of evaluation of 
programs from about 14 different GECs, (See Vol- 8, Nos,3/4, 1988,) 

Curriculum 

Ms. Davis Gardner referred the audience to a written report in their packets 
made on behalf of the co-facilitators of the curriculum task force that was 
appointed and began work last year in Buffalo. 

The curriculum task force had focused on producing a curriculum product to 
save faculty and preceptors the planning and organization time in developing 
an interdisciplinary approach. Dr. Lucille Nahemow's geriatric diagnostic 
case study approach from the University of Connecticut GEC was chosen as a 
model from which guidelines could be developed. 

In conjunction with Dr. Lisa Leonard with the Texas Consortium, those guide- 
lines were developed and were sent out for review. Preliminary reports indi- 
cated that the format for the instructional process was very workable and, as 
an instructional strategy and outline for faculty discussion, saved them 
velopmental time, if followed. 

A subgroup of the task force developed a draft of an evaluation form that cer- 
tainly will be needed as these case studies are tested so that the final prod- 
uct stat.js up to rigorous inspection. Another subgroup was developing the 
outline of a monograph on the subject. 



ERLC 



-50- 



The work grcip to continue this effort will be guided by Dr. Lucille Nahemow. 



Issues ^ Trends 

Gloria Barry, R.N., Ph.D., Director of Educational Programs at the Geriatric 
Education Center of Pennsylvania, presented greetings from Bernice Parlak who 
was not able to attend due to illness and read her report on the Issues and 
Trends Task Force. 

The Issues and Trends Task Force was established at the Third Geriatric Educa- 
tion Workshop in Buffalo, New York, 1987, and was to serve as the nexus of a 
multitude of conceived and yet to be conceived topics affecting the daily op- 
erations, future stability, and nationwide impact of the geriatric education 
center initiative. 

Since the task force dealt with such a wide range of topi :s, members were or- 
ganized into three major groups for discussion purpose • (1) the admin- 
istrative issues group--the group discussion focused on (a) ongoing support of 
geriatric centers; (b) opportunities for foundation and corporate funding; (c) 
effectiveness of consortial arrangement; and (d) development and managerial 
barriers to implementing interdisciplinary geriatric education; (2) a discus- 
sion group on melding gerontology and geriatrics explored ways in which the 
health science and social science disciplines can work together productively; 
and (3) a third discussion group centered on geriatric education and th mar- 
ket place which focused on the responsibilities of the GECs beyond the immedi- 
ate faculty development program and included discussions on the respon- 
sibilities of the GECs to (a) health service systems and the aging network as 
as these groups serve a more frail group of older persons, (b) hospitals. 
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(c) home health agencies, (d) community health centers, (e) Veterans Adminis- 
tration programs, and (f) finally to consumer groups. 

The task force agreed to attempt the following: (1) explore both formal and 
informal linkages between the GECs and other national organizations and asso- 
ciations in an attempt to promote both geriatric education as well as to pro- 
mote the geriatric education centers; (2) a subcommittee would p-^lore the 
need to survey the GEC's directors on the topic of administrative structure 
and funding sources currently in place; and (3) a small subcommittee of three 
persons would develop a study protocol to aetermine the impact of current edu- 
cational trends of college-age and older age groups particularly women re- 
turning to the work force and minority groups on the subject of geriatric 
education. 

Results of these efforts are (1) establishing GEC/Association linkages was not 
deemed likely since established organizations generally "affiliate" with for- 
mally organized and already empowered groups; however, through papers, presen- 
tations, or service on committees the impact of the GECs was being made. (One 
example of the type of linking, dialoguing effort is an article entitled "The 
Challenge of Caregiver Education, Gerontology and Geriatrics" in the January- 
February 1988 issue of the Association of Gerontology and Higher Education's 
Newsletter, authored by Dr. Richard Hubbard, Western Reserve GEC, representing 
geriatric education and Dr. Harvey Steam from the University of Akron repre- 
senting the gerontological prospective.); (2) the plan of the task force to 
conduct a survey on administrative structures and funding resources did not 
prove to be realistic at that time; and (3) the small subcommittee focusing on 
the demographic impact trends study has been hindered by illness and reassign- 
ment of members. 




As the transition from task forces to the work group format occurs, many of 
the issues chosen for discussion and promotion need more definitive consensus 
before actual work can process. The initiation of the policy and planning 
work group is a natural, well-founded developmental step. 




Title: TRANS ITION OF TASK FORCES TO WORK CROUPS 

Srm A: LMaas Comnninlcatlon Work Group 
Objective: 

o Convene gathering of center representatives interested in pursuing means by 
which to facilitate inter-center linkages and cooraunicate information re- 
garding activities and resources. 

Presenter(s): Gloria Barry, R.N., Ph.D., 6EC of Pennsylvania, facilitator 
George Magner, Ph.D., TCGEC, recorder 

Substantial linkages have resulted from efforts of past task force work. 

General recommendations were (1) not to have a formal task force or work 
group, rather, a special interest group, loosely formed, with informal meet- 
ings scheduled at annual meetings and (2) not to develop an instrument to col- 
lect information on community and institutional linkages at this time. 

Other specific recommendations were to (a) update directory, (b) continue an- 
nual meetings of GECs, (c) continue mid-year GSA meeting, (d) circulate news- 
letters, (e) encourage Alabama GEC to reopen access to electronic bulletin 
board, (f) provide periodic update to new GECs, (g) develop a summary resource 
sheet to mail or make available at annual meetings, (h) encourage GEC linkages 
on a regional basis, (i) utilize joint GEC meetings on topics of broad, cen- 
tral interests (e.g. ethnicity), and (j) encourage educational activities in 
collaboration with non GEC-based disciplines or special interest groups within 
a state or region. 

It was suggested that the Bureau support and underwrite an exhibit booth at 
national meetings such as GSA for the purpose of advertising the national GEC 
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network. Each GEC who would like to distribute brochures could contribute a 
nominal fee which would go against the total exhibit fee. 

The GEC of Pennsylvania will continue to serve as the focal point for any 
subsequent involvement or activity in this broad area of inter/intra GEC 
linkages. 
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Group B: Project Assessment Work Group 
Objective: 

0 Convene gathering of center representatives interested in collaboration on 
efforts designed to better characterize the outcomes of geriatric education 
center activities. 

Presenter{s): Deborah E. Simpson, Ph.D., Midwest GEC, facilitator 
Ted Sparling, Dr.P.H., TCGEC, recorder 

A need for a centralized approach/clearinghouse model to share information 
about evaluation models and to keep copies of evaluation instruments was pres- 
ented. 

The difficulty in conducting impact evaluations came in the identification of 
measurable variables which are relevant to the goals of the GEC's. For exam- 
ple, one major goal is to improve the quality of care provided to the elderly. 
The number and complexity of the intervening variables between the GEC's pri- 
mary audience (faculty, trainees, workshop attendees), and this impact goal 
made this type of evaluation study tenuous. One major area that could serve 
as a focus for combined evaluation efforts is the multidisciplinary aspect of 
the GEC programs. 

Evaluation to improve the quality of the educational/teaching programs pro- 
vided as part of the GECs is viable and practical. Again the clearingho» >e 
function described above could serve to facilitate this process. 
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Prior to the next GEC workshop, a data-gathering effort wiil be implemented to 
ascertain from all GECs (a) what evaluation questions they are addressing, (b) 
how they will determine if the answers to those questions are positive, and 
(c) what evaluation topics would they like to pursue as a "special interest 
group". The results would be collated and disseminated to all respondents. 
If there is overlap in the special interest topics, a "volunteer" would coor- 
dinate the activities of those individuals and forward results to a central 
location. Bi -annually, the progress of these interest groups would be re- 
ported to all GECs, along with an updated evaluation reading/ reference list. 
This activity will be coordinated by the Midwest GEC. 

Molly Engle, Ph.D., from UAB agreed to serve as coordinator of the work group. 
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grpMp C: Geriatric Education Worl^ Group 
Objective: 

0 Convene gathering of center representatives interested in pursuing projects 
directed at facilitating the educational Mission of geriatric education 
centers . 

Presenter{s): Lucille Nahemow, Ph.D., University of Connecticut, GEC, facili- 
tator 

Marie Koch, M.S., P.T., TCGEC, recorder 

Discussion ensued regarding participants on this task force; active members 
were from Buffalo, Seattle, Utah, Missouri, Texas, Mississippi, and Iowa. 

Discussion continued on the charge given this task force at the last workshop 
that the curriculum group was to meet and a pr-duct was expected. 

Lucille Nahemow, Ph.D., Connecticut GEC, was named as the liaison from this 
group. Dr. Nahemow, along with the HRSA, will serve as the spokepersons for 
this work group regarding information about its activities. 

The case studies of various projects will culminate in the monograph, which 
«as the project decided upon last year. 

The interested members agreed to meet again at the GSA meeting, November 18- 
22, 1988, in San Francisco. 
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GrfiUfi D: Policy and PI anning Work Group 
Objective: 

0 Convene gathering of center representatives interested in considering 
actions taken that promote geriatrics and the education of health profes- 
sionals engaged in the field. 

Presenter(s): Gerald Goodenough, M.D., Intermountain West GEC, facilitator 
Otto Van Duyn, Ph.D., TCGEC, recorder 

Dr. Goodenough convened the gathering of approximately 25 GEC representatives 
interested in considering actions that promote geriatrics and the education of 
health professions. The group decided to keep the Policy and Planning Work 
Group as the name for this group. Bernice Parlak, M.S.W., GEC of Pennsylvania 
and Patricia Blanchette, M.D., M.P.H., Pacific Islands GEC, were chosen to 
serve as co-coordinators for this work group. The following issues were dis- 
cussed as topics that will be explored and expanded within the scope of work 
and/or interest of this group: 

0 national policy for geriatric and gerontological education, 

0 the incorporation of education in different settings, 

0 teaching and care of elderly services, 

0 how current research is phased into the educational offerings, 

0 address as a GEC the issue of scarct allocation of resources, 

0 recruitment of minority faculty and care of minority people, 

0 influence of career choices in elderly care, 

0 special interest age groups such as the retarded and disabled who 
become elderly. 
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0 the interrelationship of internal and family medicine and various 

other disciplines, and 
0 GECs' relationship to professional organizations and societies. 

There will be contact among the group at the GSA or AGS meeting. Recommenda- 
tions and reports will be available on the activities of the work group at the 
Fifth GEC Workshop. 
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THLE; PIFNARY SESSION ADDRESSr T<;<;il ES IN GERIATRIC EDUCATION 

OBJECTIVE{s): 

0 Identify the various demographic, economic, and policy issues impacting on 
our society's ^ .ponse to the needs of older Americans. 

0 Along with other federal perspectives and initiatives, discuss the mission 

of the GEC grant program in the context of these issues. 

PRESENTER: Tom Hatch, Associate Administrator, Health Resources and Services 
Administration U.S. Public Health Service. 

In presenting Dr. David Sundwald's prepared remarks, Mr. Hatch stated that 
HRSA's perspective on geriatrics is shaped by the agency's involvement in a 
number of federal programs. Recently he represented HRSA as Co-Chair with T. 
Franklin Williams of the NIA in preparing the document, Report to Congress on 
Personnel for the Health Needs of the Elderly Through the Year 2020 . 

Findings from this report were (1) the 65 and older population is growing 
faster than any other group in the nation, (2) the 85 and older age group is 
the fastest growing segr nt of the elderly, and (3) the "youngest" old, those 
65 through 74, will take the honors between 2000 and 2020. These demographics 
signal an expansion in the demand for health services, particularly prevention 
and health promotion, primary care, long-term, hospice, and rehabilitative 
care. The care of older Americans may comprise one-third to two-thirds of the 
future workloads of most physicians and other health personnel. In light of 
this forecast, we recommended to Congress that geriatric education and 
training programs need to be expanded. We specifically cited the Geriatric 
Education Centers as a good example of accomplishing this. 

Congress also directed us to study possible changes in Medicare and third- 
party reimbursement programs that support geriatric education. The financing 
of services is closely entwined with the fineincing of educational programs. 
It is also a factor in shaping faculty and student interest and attitudes to- 
ward the field of aging. 

In April 1986, Congress acted to encourage residency and fellowship training 
in geriatric medicine at the same time they imposed limits on other Medicare 
direct cost reimbursements. HRSA has been assigned the responsibility to 
study this so-called "geriatric exception" and make recommendations by July 
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It appeared that Congress took our findings on the increasing number of elder- 
ly to heart because they also authorized a fellowship program to train or re- 
train medical and dental school faculty in geriatrics. This new activity 
authorized under section 788(E) of the Public Health Services Act is for only 
one year because all health professions and nurse education legislative au- 
thorities expire at the end of the current fiscal year. 

HRSA co-sponsored the Surgeon General's Workshop on Health Promotion which 
resulted in these recommendations: First, there was a consensus that attitu- 
dinal/consciousness raising is still necessary among the general public and 
among health providers. Second, participants seemed to agree that the ability 
to assess functional status is critical to the provision of quality care. 
Third, there was a general consensus that a multidiscipl inary approach to 
training and care is the best approach in the field of aging. And fourth, it 
seemed that most of those present felt that the responsibility for geriatric 
education should be jointly shared by the federal government, states and the 
private sector. 

The administration will be proposing a major reform of Titles VII and VIII. 
The n«w proposal for "cooperative health professions initiatives" would re- 
place the categorical authorities. The budget proposal for those Titles spe- 
cifically mentions "strengthening geriatric training" as some of the areas of 
special attention. It emphasizes cooperative or consortia-type arrangements 
of health professions schools and programs as well as the marshalling of non- 
fed eral sources of funding. 

A new bill (S22290) formally introduced by Senator Kennedy includes a special 
new section that stands alone in dealing with geriatrics. One section would 
incude geriatric centers and training and would be essentially the same au- 
thority under which the current geriatric center is authorized. Another sec- 
tion includes the geriatric fellowship program for training medical and dental 
faculty. Significantly, the authorization level for the geriatric training 
part of the authority is $20 million. In general, the federal atmosphere 
appears to be not just receptive, but proactive in terms of considering and 
planning for the anticipated future expansion of the number of elder 
Americans. I think that the Geriatric Education Centers represent HRSA's 
proudest effort toward that end. 



Title; PANFI DISCUSSION: ISSUES IN GERIATRIC FnurATTnii 

Objectlve(s): 

0 Pursue impact of competing budgetary areas on funding for aging-related 

research and education. 
0 Discuss health policy issues as they relate to competition for limited 

resources, i.e., aging/1 ong-tem care versus homeless versus drug abuse. 
0 Consider the importance of education in geriatric medicine as a health 

policy agenda. 

Presenter{s): Richard Besdine, M.D., Director, University of Connecticut GEO 
Rose Dobrof, D.S.W., Co-director Hunter/Mt. Sinai GEC 
Eric Pfeiffer, M.D., Director, University of South Florida GEC 

Dr. Besdine apprised the audience that upon moving from Harvard he assumed 
responsibility for the Traveler's Centei on Aging at Connecticut in addition 
to the Professorship in Geriatrics and Gerontology. He then introduced his 
co-panelists: Dr. Rose DoBrof, Brookdale Professor of Gerontology at the 
Hunter College School of Social Work and Director of the Brookdale Center on 
Aging at Hunter College and Co-Director of the Hunter/Mt. Sinai Geriatric 
Education Center; Eric Pfeiffer, M.D., Distinguished Professor of Psychiatry, 
Director of the Sun Coast Gerontology Center and Director of the Geriatric 
Education Center, all at the University of South Florida. 

Dr. Dobrof stated that geriatric and gerontological education, as an item on 
our health policy agendas in both the public-governmental sector and the 
voluntary-private sector, for the professionals who are to deliver health and 
social services to older Americans should be a high priority on governmental 
and foundation agendas. 

In general, universities have not done a good job of convincing members of 
Congress that there really is a connection between research and education and 
services for older people. 

The New York Times of April 17 was cited; the headline was "Health Worker 
Shortage is Worsening," and the second paraqraph began with "the problem is 
expected to escalate, medical experts say, with the advent of new technology 
and an increase in the number of older Americans, the heaviest users of health 
care." 
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Based on the foregoing, two points were made. We must now recognize that the 
GECs, individually and collectively, represent a critical mass of leadership. 
And, we must face the reality that education and research don't pluck at the 
heart strings of either legislators or foundation and c rporate grant makers; 
few of us are in the position to mobilize hundreds of older people to speak on 
our behalf. If research and education are to be a central part of the health 
policy of our nation and if professionals already in the field are to receive 
the kind of education they need and if new recruits are to be attracted to 
gerontology and geriatrics, then it must now be required of us that we take 
the leadership in this struggle. 

The work groups must include in their agenda ways of linking the GECs so thi*- 
we can engage together in public education activities designed to affect the 
health policy agenda so that it includes a high priority to education and re- 
search. 

The GEC faculty and staffs must engage themselves with the foundations. We 
have the sterling examples of Dana, Travelers, Brookdale, Robert Wood Johnson, 
Hartford, and other foundations who have placed a priority on geriatric fel- 
lowship awards and fellowship programs. But we can list those foundations on 
two hands at most. 

If we recognize the leadership potential that we represent and exert that 
leadership, we run the risk of appearing at times to be self-serving, but the 
goal of preparing professionals who can provide quality care to older people 
is worth that risk. 

Dr.Pfeiffer reported that a number of federal efforts have stimulate' the in- 
clusion of geriatric education in our health sciences campuses, but academic 
health sciences campuses did not maintain most programs when federal funds ran 
out. 

An example of an incomplete federal initiative is when the Veterans Admin- 
istration recognized that the aqing veteran would require special care and 
responded by developing the GRECC program, oftentimes in affiliation with an 
academic health sciences campus. While these have been significant contribu- 
tions, they, nevertheless, have not in any way covered the entire United 
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states. They've been localized to several critical sites within the VA sys- 
tem, and while they still persist, cannot be said to have really mainstreamed 
geriatric medicine in our academic health sciences campuses. 

Another major effort began under the leadership of the first director of the 
National Institute on Aging with the Geriatric Academic Medicine Award. A 
number of young and some older faculty members were trained especially in the 
arena of geriatrics and gerontology and the teaching of the same. Again, upon 
expiration of some of these grant mechanisms, the initiatives that wtre devel- 
oped but which did not establish in-house and ongoing continuation mechanisms 
through mainstreaming were discontinued. 

A third major initiative came from the Administration on Aging, which devel- 
oped a long-term care gerontology center program that r. n for about five 
years. Eleven centers were involved, one in each of the HHS regions, with two 
being in one of the regions. When funding terminated, as it did several years 
ago, only a few survived. A major discriminating factor between those that 
survived and those that disappeared was the amount of funding that the parent 
university had put into these centers in the first place. Those that had lit- 
tle funding from the parent university had little chance of surviving beyond 
the federal funding. Now, the GEC program is the largest, most widespread in 
terms of numbers and geographic distribution of any of the federal initiatives 
in geriatrics. Thus, a significant concern should be that we will again expe- 
rience the dissolution of some of those centers, while in others they will 
stimulate the inclusion of geriatrics education as a mainstream activity. 

The question to ask this group, which represents the total leadership in geri- 
atric education centers, is, "How do we get from this point to the next point 
which is the inclusion of geriatric education as an ongoing non-external ly 
implanted, mainstreamed activity in proportion to the amount of health care 
that is delivered to the elderly?" 

Perhaps the beginn.ng of an answer lies in the examples of advocacy for cer- 
tain kinds of activities from lay groups in lieu of professionals advocating 
for themselves, e.g., the American Cancer Society, the American Heart Associa- 
tion, and, most recently and perhaps most dramatically, the Alzheimer's Dis- 
ease and Related Disorders Association. The total field of geriatrics is not 
so neatly packaged as the disease-specific groups; it is much broader, much 
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wider, It is sometimes more prosaic, letimes less dramatic and yet, when one 
looks at the total magnitude of the pruolem, it is profound. There needs to 
be, in addition to the efforts by professionals in the field and the federal 
government, some development by advocacy groups that are lay representatives, 
that are advocates for this same issue on behalf of letter writers, voters, 
consumers. There is as yet not a sufficiently educated public consumer group 
that can advocate for health care services for the elderly because they don't 
know exactly what they should be asking for. Lay groups such as AARP that 
have the capability organizationally and in terms of volume of their numbers 
need to do that. 

Another question to be posed is, "Has geriatrics found a home in our health 
sciences campuses and, if so, where is it?" The GRECCs emphasi ;d a center 
concept. Long-term care gerontology centers emphasized a center concept. Now 
GECs are emphasizing a center concept. Centers, in terms of the power of an 
organization like a medical school where departments function almost autono- 
mously, usually don't enjoy comparable power bases. 

The nature of geriatrics had led us to create centers; however, administra- 
tively, centers have not had the power to move institutions because they have 
been somewhat externally imposed. Since the GEC program is the most wide- 
spread of the various federal initiatives to date, mainstreaming thes2 efforts 
should be a high priority. 

Dr. Besdine's concluding remarks began with this observation: one needs mul- 
tiple professionals cooperating in the evaluation, management and continuing 
assessment of health intervention for older people, i.e., an interdisciplinary 
team. 

In addition to interdisciplinary collaborations being required for successful, 
adequate health care of older people, it's also required for education, and 
it's also required in research related to care. 

The Dana Foundation will soon be distributing guidelines for preliminary pro- 
posals that will create interdisciplinary education of physicians in geri- 
atrics and geriatric research in preparation for larger awards related to the 
conduct of interdisciplinary geriatric research as well as in current training 
of fellows to do that research. 
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Medicine alone can be very strong vertically, but without interdisciplinary 
care, education, and research so essential for adequate outcomes medicine 
alone is not enough in any of those areas of activity. 

Through fellowships and faculty retraining, we can create adequate compe- 
tencies in American medicine for geriatric care. 

A strong program in medicine can offer an entry point to the daily mechanisms 
of health care in an appropriate environment, and, if there is good geriatric 
medicine, that cri be the platform on which one can aggregate learners and 
faculty in all other disciplines related to health care. We need to utilize 
as clinical sites inpatient geriatric assessment units, Alzheimer's units, 
teaching nursing homes, ambulatory geriatric clinics, day programs, and day 
hospitals in order for geriatric medicine to exert a leadership rolo in af- 
fording opportunities to bring faculty from other disciplines together to 
teach students interdisciplinarily. 
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Title: GFC STAFF DFVnnPMf NT SESSIONS AND CROUP REPORTS TO PLENARY SFSSTflNS 

firOMP A; strategies for Curriculua Integration 

Objectlve(s): 

0 Explore factors Identified a> Impeding the Integration of geriatric content 
Within educational programs for health-related disciplines. 

0 Discuss the implication of these factors for the future of geriatric educa- 
tion within academic settings. 

0 Consider strategies for the integration of curriculua content within aca- 
demic institutions that address identified impediments. 

Presenter{s): George J. Caranasos, M.D., Director, Univ. of Florida GEC, 
facilitator 

Nark Stratton, Pharm.D., Director, New Mexico GEC 
Rosemary Orgren, Ph.D., California GEC 

Drs. Caranos, Strat'on, and Orgren eac^> contributed to the following summary 
of this session. 



Dr. Caranasos introduced his co-panelists. The session was begun by Dr. 
Caranasos posing three questions: What are the barriers to inclusion of geri- 
atrics in health professions curricula? What are the implications of not hav- 
ing adequate geriatric content in the curriculum? What are effective 
strategies to overcome those barriers? 

Barriers included (1) limited interest on th3 part of faculty and students; 
(2) limited curriculum time; (3) organizational inattention; (4) geriatrics is 
perceived as "soft" or unimportant; (5) lack of adequately prepared faculty 
and faculty development; (6) resistance to changes; and (7) lack of a formal- 
ized interdisciplinary structure through which geriatrics can be appropriately 
placed in the curriculum. Two other observations were made by Dr. Caranasos: 
the lack of geriatrics being taught tends to confirm in the minds of many that 
it is unimportant or it would receive greater attention and time; and the 
[simple, but elegant] thought that since geriatrics is everyone's business, it 
does not devolve on any single group, thus suffers from lack of locus. 

Implications of these barriers were (1) prevention of the integration of 
geriatrics at a student-entry level; (2) reinforces unimportance of geriatrics 
and geriatric patients; and (3) loss of prestige and support for faculty in- 
terest. The net result was lack of geriatric knowledge ^mong health care pro- 
fessionals and, perhaps, a concomitant level of inadequate care for the 
rr»^/- elderly. 
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strategies and solutions recommended were (1) influence administrators and 
those who want to become administrators; (2) devise faculty education to in- 
crease interest through involvement and soft-sell approaches, e.g., invite 
uninvolved faculty to present a lecture on geriatrics in their field; (3) in- 
crease elective offerings; (4) offer required courses early in curriculum; (5) 
co-opt pressures from community organizations, professional organizations; (6) 
require for accreditation of various programs that specific persons have bona- 
fide training in geriatrics; and (7) employ traditional marketing techniques. 
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firayp ^: Interdlscionnary Education in Geriatrics 
Object. I ^e(s): 

0 Identify those features unique to interdisciplinary education. 
0 Consider whether faculty development activities offered are interdisciplin- 
ary in nature based upon features identified. 
0 Discuss ways in which geriatric education centers could adapt multi-disci- 
plinary learning programs to become more interdisciplinary in nature. 
Presenter{s): Benjamin Liptzin, M.D., Director, Harvard GEC, facilitator 
Wayne Bottom, P.A.-C, M.P.H., Univ. of Florida GEC 
Nancy Ellis, Ph.D., O.T.R., Director, Delaware Valley GEC 

The following summary was contributed to by Dr. Benjamin Liptzin, Mr. Hayne 
Bottom and Dr. flancy Ellis. 

The need for didactic as well as clinical experience was discussed in the 
context of including a cognitive base on group process, role conflicts, and 
affective components as revealed in the literature on developing health and 
interdisciplinary care teams. When two or more professionals worked with the 
same patient, there was a need for communication and collaboration skills 
designed to improve patient functioning. A consensus was reached that some 
mechanism should be found to develop case materials, teaching cases, annotated 
bibliographies, collections of articles on this topic that would be available 
to all GECs for use in all our educational programs. To assure that programs 
will be interdisciplinary, one should have multidisciplines in geriatric 
education. 

Education and training should include didactic material, not just experimental 
material. Two resources were identified: a paper by David Thomasma entitled, 
"The Code of Ethics for Interdisciplinary Health Care," was distributed and 
the February 1987 issue of Clinics in Geriatrics was cited as having a number 
of articles on interdisciplinary care. Another resource for interdisciplinary 
education and service programs are the VA GRECCs which emphasize 
interdisciplinary team training. Finally, we should convince administrators 
and educators that interdiscipl iry care is cost-effective and necessary for 
adequate patient care and thus should be taught to health professions students 
via effective role models. 
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6yo"P C: Recruitment and Retention of Mi norities in Geri s 
Objective(s): 

0 Idenlifi resources from wfnch to recruit minnrit> health professionals into 
geriatrics. 

0 Discuss issues and concerns considered important to minority involvement in 
geriatrics. 

0 Propose strategies to be considered by GECs interested in minority develop- 
ment activities in geriatrics. 
Presenter(s): Rumal do Juarez, Ph.D., Co-director, TCGEC, Facilitator 

Madeline Goodman, Ph.D., Director, Pacific Islands GEC 

Gwen Yeo, Ph.D., Oirpctor, Stanford GEC 

Dr. Goodman stated Hawaii doesn't have a majority population; we have a huge 
diversity of minority. There are 26% white, 20% Japanese, 15% Chinese, '0% 
native Hawaiian, 15% Filipino and 5% other, i.e., Samoans, Vietnamese, and 
Koreans. 

The University of Hawaii itself is extremely conscious of minority affairs. A 
prircipal task of the office of the academic vice president is to make sure 
that the issues are addressprt in every single program on the campus; thus, in 
terms of the GEC it was a given that we wou'd be addressing cross -cultu*".l 
research and education issues because there's no other way in Hawaii. 

In forming a center on aging, we put together a matching program in geron- 
tology with a budget of approximately $200,000 as a basp for gerontological 
education; with an expectfiJ supplement, a tota^ of $J00,000 in state funds 
will have been committed to aging, teaching, and research to match the GEC. 

With regard to the specific issue of recruitment and retention of minorities, 
a program in the Sch( il of Medicine is unique in that it recruits Pacific Is- 
landers to Honolulu. Thus, it's a foregone conclusion that Orientals and 
native Hawaiians will have access to our program. Iso the MEDEX P jgram in 
the Pacific certifies health medical officers who are not physicians but have 
a fiv^-):>» training proyram. 
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What we have done is link up with these outreach programs that we already 
have. It is very important to tailor our curricula to the needs of ...ese is- 
land groups, and one can only do that by going out there and working for a 
period of time. It's very difficult when one person comes as a representative 
of an island nation to Hawaii to try and work on a one-to-one basis. It's 
more effective to send our people out there ar-" have a more interactive kind 
of program and deal with issues in the field as they develop. 

Our educational and research components should be more than superficial ones; 
we need to thoroughly understand the cu-tural dimensions and the cultural dif- 
ferences and the values of aging for these groups. What does it mean to be an 
older person who is Hawaiian compared to Vietnamese? Or what are the family 
structures? Answers to these questions will be sought by a very strong medi- 
cal anthropology unit at the university and the GEC is being coordinated with 
this group. 

We have many minorities in Hawaii working in geriatrics at a very low level. 
Many of them are refugees, Vietnamese, et al, who have had training in third- 
world countries and have been RNs or even physicians in Vietnam. Ihese people 
are often working in nursing homes and long-term care units with our elderly. 
What we need to do is establish prograns where they can recer+ify and go back 
to school without any loss of income. 

Dr. Yeo commented that at Stanford, our special focus is on curriculum devel- 
opment and development of resources around a field we're calling ethno-geriat- 
rics. Our emphasis is really on developing curriculum, doing review of the 
literature and providing expertise in areas where we can say something with 
authority about the need and the health attitudes and behaviors and the kinds 
of treatment modalities that differ by ethnicity in terms of older adults. 

We do have a multidisciplinary, multi -cultural core faculty; we make a dis- 
tinction between having minority representatives and being bilingual since 
we're also bi-cultural because it's very important for people to bring cultur- 
al perspectives in addition to a lingui.^tic capacity when looking at ethnoger- 
ontologlcal issues. ' ght people represent dis»,ipl ines, some of whom are from 



ERIC 




Stanford, but because Stanford doesn't hava a lot of the allied health profes- 
sions, our core faculty also represents other schools in our three-zone target 
area; three are from San Jose State University--the dean of the school of 
social work, thp chair of the OT department, a member of the nursing faculty, 
and three people are representatives of community college nursing programs. 
We also have physician assistants; altogether we have three Hispanics, three 
Blacks and one Asian on our core faculty. 

Our faculty development program was not going to be a mini-fellowship or a 
long-term training activity. Rather, it was going to be one-shot conferences 
consisting of quarterly seminars and workshops. The first quarterly seminar 
was on the theoretical perspective of ethnicity in aging as it relates to 
health care. Interesting people came that we didn't expect to come. Once you 
identify yourself as being interested in an area, then people seek you out. 

The primary care associates program based at Stanford is a combined community 
college and university program that trains physician assistants and nurse 
practitioners. It was established to meet the needs of medically underserved 
areas, attracting both minority faculty and students. Their enrollment of 
minority students went from 17% to 54% by changing some of their procedures. 
One change was going to communities, frequently rural communities. Students 
were trained in fairly short periods of time, e.g., they have preceptorships 
in their local communities where they can actually work with someone following 
a full-time quarter commitment. They went out to the community and came back 
to the university one week a month. They looked very hard for role models in 
faculty who could work with students in an ethnically sensitive way. 

A really important point to make was that one can't just recruit faculty to 
teach a traditional curriculum that makes no effort to recognize the special 
needs of the populations providers will serve. The curriculum itself had to 
reflect the need for a multi -cultural background. Thus, the Stanford program 
has been successful as evidenced by having the fourth highest pass .ate in the 
PA boards and yet they have the highest minority enrollment of any PA program 
outside of the traditional black schools that have PA programs. It's also 
important to mention the administrative stamp of approval. 
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Dr. Juarez said there is gross underrepresentation of minorities in geron- 
tology in general and more specifically in geriatrics: As of this date in the 
United States, there are two Mexican/American geriatricians. One of them is 
in San Antonio, Texas, the other one is split between California and the Wash- 
ington, D.C. area. 

Based on observations made as a result of membership in the Association of 
Gerontology in Higher Education and the National Task Force on Minority Aging 
of the Gerontological Society of America, the concern for minorities turned 
out to be an ongoing one only to a very small core of people. So it was a 
problem, a generic problem of trying to get across the message to the geron- 
tology community in general and geriatrics specifically that the growing num- 
bers of minority elderly will present with very different types of needs. 

What needs to be realized is that the circumstances and constraints might be 
different for those minority-aged populations than the older population at 
large. When it comes to the issues of recruitment and whether GECs concen- 
trate on this issue in their own medical schools or institutions of higher 
education, a very limited pool of people will be found. 

Regarding demographic changes in the minority population, the relationship 
between the young population of Hispanics ind the aging white population in 
the United States was mentioned in tha context of having a younger minority 
population being asked and expected to support programs for our white aging 
population. The next generation will be uneducated, will not have the kinds 
of occupations necessary to support the kinds of benefits that will be needed 
by the older population; to compound the issue it's also going to be a popula- 
tion that will not be able to take care of itself. A'!so, thoy are returning 
home as single parents with children to live with aging parents because they 
are in need of the extended family support economically. 

If minorities are going to be involved in geriatric education centers, non- 
traditional sources of minorities, i.e., physicians and other professions al- 
ready practicing in the community need to be brought in and utilized in some 
capacity to assist as educators of students in geriatrics. 
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Long-term funding was the major issue seen to be a mitigating factor affecting 
undergraduate recruitment of minorities in health professions in general and 
geriatrics in particular. Other recommendations Dr. Juarez made were as 
follows: 1. the need for curriculum modification to include minority aging 
content; 2. involve the minority community in developing GEC plans, goals and 
objectives; 3. all GECs incorporate minority recruitment and retention into 
their evaluation protocols; 4. include a cross-cultural emphasis in the 1989 
annual GEC meeting; and 5. designate additional funds for GECs that serve 
significant proportions of minorities. 

Remark from Audience: A faculty enrol lee at Texas Tech in Lubbock has de- 
signed a course for one of the local schools composed primarily of Hispanic 
and Black students. In this magnet school program of the Lubbock Independent 
School District, there will be an elective course offered in geriatrics and 
gerontology to high school students. 

Question from Audience: "Are there very many geriatric-specific recruitment 
materials targeted to minorities?" Dr. Juarez: "No. The only recruitment 
item that I am aware of is a video tape produced by the National Hispanic 
Council on Aging." 
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g''0"P D* Clinical Experiences as Part of Faculty Development 
Objective(s): 

0 Discuss the degree of clinical experiences that should be a part of faculty 

development activities offered by GECs. 
0 Explore whether there exists a core of experiential exercises in which 

faculty should be involved ts part of the educational process. 
0 Identify ways in which these clinical experiences might be i^lemented. 
Presenter{s): Jesley Ruff, D.D.S., Director, Midwest GEC, facilitator 

Pat Blanchette, M.D., Executive Director Pacific Islands GEC 
James O'Brien, H.D., Director, GEC of Michigan 

Drs. Jesley Ruff, Pat Blanchette, and James O'Brien jointly contributed to the 
following summary of their session. 

Discussions centered on the three aspects of the topic: the degree of clini- 
cal experiences that should be part of faculty development activities offered 
by GZCs; development of a core of experiential exercises in which faculty 
should be involved as part of the educational process; and identification of 
ways in which these clinical experiences might be implemented. 

The importance of including clinical experiences as part of faculty devel- 
opment was unanimously agreed upon; however, a distinction should be made be- 
tween the individuals that are coming into the GECs as trainees based on their 
previous backgrounds. Regardless of differences in faculty experience, few 
have had interdisciplinary training; thus, one of the points made was that 
full-time faculty people bring their own patients for a team assessment that 
would demonstrate an interdisciplinary approach. 

The second discussion explored whether there exists a core / experiential 
exercises in which faculty should be involved as part of the educational pro- 
cess. It became apparent that one has to deal with recruitment and the types 
of individuals that come into the experiences and what their previous bac'.- 
grounds are. The level of competence these individuals come in with was also 
discussed. Thus, it becomes important in developing a core curriculum that 
individual differences be taken into account. In implementing clinical 
experiences, it is important to match the individual trainees' needs with the 
resources available to thfi GEC. Also, an important point was made that 
clinical experiences are very labor intensive. 
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Gi^oup E: Approaches to Resolving Unanticipated P roblems 
Objective(s): 

0 Query participants regarding the nature of unanticipated problems 
encountered since establishment of the.r GEC. 

0 Explore the context from which unantlcipatel problems emerged. 

0 Identify strategies GECs use to resolve unanticipated problems. 

Presenter{s): Robert Wallace, M.D., Iowa GEC, facilitator 
Elizabeth King, Ph.D., GEC of Michigan 
Barbara Palmisano, M.A., R.H., Western Reserve GEC 

Dr. Robert Wallace, Dr. Elizabeth King, and Ms. Barbara Palmisano each con- 
tributed to the following summary of this session. 

A question was raised by a representative from the Pacific Islands GEC re- 
garding working with lower-level professionals and high school educated per- 
sons in third-world type territories under their purview. 

Dr. Wallace responded that, based on his own experiences, the third world is 
yet to be convinced that aging is » problem given the magnitude of other prob- 
lems that they face. A suggestion was made to establish some kind of dialogue 
to get them to tell you basically what are their perceived educational needs. 

When a center is brand new, the Iowa GEC used a similar strategy--tap into 
existing organizations to use some of their coimunication linkages, i.e., 
their newsletters and other things like that that have feature articles to 
communicate about GEC sessions that are planned or solicit information by in- 
corporating a questionnaire about readers' needs or interests. 

Another question raised dealt with ethnic issues, specifically about including 
folk healers in the total context of care for elderly persons who are cultur- 
ally predisposed to give credence to folk healers. 

A comment from an individual at the GEC of Michigan, Eastern Michigan Univer- 
sity, focused on the issue of cultural sensitivity in terms of service deliv- 
ery for older people and their expertise with Blanks, Hispanics, and Arabic- 
speaking cultures in the Detroit metropolitan area. 
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Dr. Wallace pointed out that while everyone in attendance would be in favor of 
cultural sensitivity, how are GECs supposed to be teaching teachers and pro- 
moting geriatric education that will be self-sustaining. Ergo, the question, 
"Do you involve folk healers, do you train them, do you train folk healers who 
may be within their own cultural communities and who are going to train other 
people?" One suggestion was to query GECs such as Puerto Rico who deal with 
predominant groups associated with folk healers, i.e., Hispanics. 

A question was raised regarding how to deal with a new identity and receive 
appropriate recognition. One suggestion was to get on state committees and 
units on aging to build a state network of geriatric educators and practi- 
tioners. 

Dr. Wallace responded by pointing out that in a tertiary medical center one of 
the problems for the Iowa group has been that there are numerous other centers 
that basically are trying to do the same thing: everyone wants to network in 
the community, to organize community practitioners, and while none object to 
the others, there is, nevertheless, competition for a limited amount of public 
consciousness, space, and university resources. 

One suggestion was to identify faculty of strong departments and market one- 
self as a non-competitive entity by complementing what that faculty group 
wants to do. 

A question was raised regarding how one feels about being properly recognized. 
Regarding equality among colleagues at other institutions or in other depart- 
ments on campus or with other disciplines, the question is: "Is it really a 
partnership or a consortium when one institution is a fiscal agent and con- 
trols major issues?" 

The suggestion made was to be conscious of the control issue. Some successful 
techniques have been when programs are planned to go to such lengths as to 
microwave a teleconference for the planning committee so that no favoritism is 
shown as to where the committee meeting is being held; be sure to plan the 
committee very carefully with respect to disciplines and representation of 
institutions; and be careful who the faculty is, that each institution is rep- 
resented by faculty, who gives the welcome, and rotate sites. 
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Title: PLENARY SESSION PANEL DISCUSSION: "The Role of GECs in Coiraiunity 

Development" 

Objective(s): 

0 Describe ways in which GECs currently contribute to the comnunities which 
they serve. 

0 Consider whether the GEC is vie*»ed as a resource vital to conmunity plan- 
ning. 

0 Explore various ways in which GECs might facilitate planning for conmunity 

services to older individuals. 
0 Discuss whether centers have a responsibility to the conmunity in this 

regard. 

PresePter(s): Linda Brasfield, M.S., Co-director, OVAR GEC 
David Haber, Ph.D., Creighton Regional GEC 
Eric Rankin, Ph.D., Great Lakes GEC 
Carlos Gonzalez Oppenheimer, M.D., GEU of Puerto Rico 

The following summary was contributed to by Ms. Linda Brasfield, Dr. David 
Haber, Dr. Eric Rankin, and Dr. Carlos Oppenheimer. 

Current Contributions to Community Activities 

The activities of most, if not all, geriatric education centers curren:l> re- 
volve around faculty development, curriculum planning, clinical coordination 
and information exchange. The time-consuming nature of these undertakings are 
such that center faculty and staff have little left In the way of energy, time 
or resources for community development. This in no way is meant to de-empha- 
size the importance of the general public or consumer groups. Clearly, geri- 
atric education center representatives recognize that the ultimate beneficia- 
ries of the educational experiences offered will be the older person and the 
community in which they reside. 

While concerned about the community issues, it was apparent thai, enrol lees in 
GEC-sponsored program offerings have a limited understanding of the aging net- 
work--those important community agencies providing services outside the uni- 
versity, the hospital and the nursing home. The body of knowledge regarding 
area agencies, departments of aging, provider agencies affiliated with the 
network, voluntary organizations, etc. is quite large and immensely important 
to the care of older persons. In an effort to address the limited under- 
standing in this area exhibited by both faculty and practitioners, some GECs 
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have sought to involve network representatives in 6EC programs and distribute 
printed materials appropriate to the needs of specific disciplines during 
center-sponsored activities. 



Faculty and practitioners in heath-related disciplines must likewise be 
taught how to work with the older family member of a frail person and the 
children of elderly parents who are the full-time care givers. There also 
appeared to be an insufficient understanding of the extensive roles played by 
self-help groups in addressing many of the chronic illnesses and problems of 
concern within the field of geriatrics. Studies in New York likewise indi- 
cated that even social workers were unfamiliar with this important community 
activity. Programs should therefore begin providing experiences in how to 
work with these self-help groups. Approached in this fashion providers and 
faculty educate "s would be better prepared to add to the expertise and re- 
source? of the self-help groups and the communities in which they reside. 

Community PI annina Resource 

Throughout the duration of the workshop there have been numerous examples 
presented depicting the ability of geriatric education centers to mobilize 
resources in response to genuine requests ^'or technical assistance. Less fre- 
quently heard were instances of conflict experienced when interfacing with 
various groups already in the aging network. To address issues of competi- 
tion, centers should ftxplore the use of broad-based planning committees for 
proposed center programs. In this way, concerned factions could engage in 
relentless self-promotion while contributing effectively to the design and 
implementation of community-based programs. 

Other mechanisms to consider relative to having others view the GEC as a valu- 
able resource for planning include finding out what other major geriatric 
grants and contracts are underway about the state and offering to work with 
them, providing speakers on topics of interest to groups and agencies, and 
encouraging major care provider organizations to become sponsors of GEC activ- 
ities. The latter mechanism assumes venturing into the community, the results 
of which will be increased visibility of the geriatric education center. 

Approaches Used to Kacilitate Planning 

A variety of strategies exist for use in planning for community services. 
Indirect methods involve using community health professions on interdisci- 
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plinary teams designed to develop the clinical assessment skills of students. 
Using case studies, the practitioners become involved in the learning activity 
and the quality of care provided in tne facility can be improved. On a more 
overt level, one can utilize planning strategies designed to assess perceived 
needs or collaborate with community agencies to provioe in-home evaluation 
services. These joint ventures often lead to greater student training in com- 
munity settings and the development of trust, an essential ingredient for fur- 
ther community- oriented services. 

Specific examples of outreach activities designed to develop community ties 
include speakers bureaus, in-service programs, area health education center- 
sponsored programs, and targeted workshops focusing on issues and concerns of 
elderly individuals. Logistics are also important as community-based provid- 
ers of all types are restricted in terms of the blocks of time that can be 
devoted to persona"" development. When programs are given in the evening or on 
weekends, the presenters should be local specialists upon which the community 
can rely when program activities are complete. 
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Title; CLOSING PLENARY PANEL SESSION: "Future Directions for Geriatric 

Education Centers" 

Objective(s): 

0 Comment on the original goals associated with the implementation of GEC. 
0 Describe the planning and assessment inethods directed at the attainment of 
the original goals. 

0 Discuss those enabling and constraining factors that impacted on the pro- 
grammatic activities of the center. 

0 Consider ways in which the information-transfer role of GECs might be 
altered in the future. 

Presenter{s): Evan Calkins, M.D., Director, Western New York GEC, SUNY 
Buffalo, Chair 

John Beck, M.D., Director, California GEC 
Jerome Kowal, M.D., Director, Western Reserve GEC 
Terry Fulmer, RN, PhD, Columbia University 

The chair expressed his gratitude to the Houston hosts and to the Bureau of 
Health Professions for having made the workshop an outstanding event, then 
introduced the panel whose comments follow. 

Dr. Beck, as representative of a new GEC, said that he hoped none of his re- 
marks would be misconstrued and that his observations on the subject of the 
session were obviously based on his personal experience in terms of medicine, 
but were ones that would be equally held by the other health professions. Dr. 
Beck's observations were based on the outcome of the effort in which primarily 
internal medicine, family medicine, and psychiatry have been attempting to 
produce academic leaders in geriatrics. He then talked about the dilemma we 
face. 

HRSA has been engaged in providing resources for the training and health care 
efforts of the whole series of health professionals interested in geriatrics. 
The GEC program has emphasized resource development, multidiscipl inary train- 
ing o; faculty, and CME for practitioners rather than the production of geri- 
atric leaders, although marij geriatric leaders from a variety of health 
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disciplines have played an important role as project directors in the GEC pro- 
grams. GECs have provided heaUh faculty personnel and professionals in the 
field with a comprehensive range of geriatrics in terms of logical educational 
•resources in a variety of settings, and has filled in some of the gaps which 
existed in federal programs supporting the development of professionals to 
care for America's ag^'ng population. At this point in time, however, we 
should begin to assess where we've been and where we're going in terms of our 
training of academic leaders in medicine and for other health disciplines. 

As of 1986, 413 fellows were identified as having been trained in this country 
in geriatric medicine (including family practice) or geropsychiatry. These 
individuals and their program directors responded to a survey instrument. In 
light of the major objective being development of academic leadership in the 
field, these data were presented: Of 413 fellows, 375 responded (284 were in 
geriatric medicine and 91 In geropsychiatry), a response rate of 80% in medi- 
cine and 65% in geropsychiatry; only 64% of respondents had trained for two or 
more years in geriatrics; in geropsychiatry, 64% of the faculty had only one 
year of training; of the geriatric medicine fellows, 22% did absolutely no 
teaching and 65% of the group spent 10% or less of their time in teaching; 44% 
of the fellows in geriatric medicine were doing no research, no scholarly ac- 
tivity; 67% of the researchers were spending 10% or less of their time in re- 
search; 44% of the geriatric medicine fellows were spending greater than 50% 
of their time in clinical care; and 61% spent 10% or less of their time in a 
long-term care institutional setting. 

Those who have produced academic leaders in a variety of other fields over the 
last decade look upon these -dta in a very sobering fashion. Now that raises 
the dilemma about a profound shortage, a national crisis in adequately pre- 
pared faculty in all health professional schools coupled with an environment 
which has a shortage of resources. How do we deal with the problem? The is- 
sue, whic> a number of colleagues from Washington have brought up, is whether 
one diffuses scarce resources over a wide population or whether at this par- 
ticular stage in our nation one attempts to focus the resources on a limited 
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number of centers, i.e., centers of excellence. Answers to these three ques- 
tions must be sought: How can we best and most efficiently train academic 
leaders in the health professions? How are we going to attract the most 
highly qualified applicants? How are we to adequately and stably fund these 
individuals after they have completed their training and place them in an en- 
vironment with respect to their academic leadership roles. 

Regarding the centers of excellence suggestion, oncology was used as a field 
that had many of the same problems that presently confront geriatrics except 
that there was in oncology a major clinical data base. However, there was in 
oncology a need for not only academic leadership, including research ranging 
from bench research to health services research, but there was also a need to 
develop new systems of car"? for individuals with neoplasia. A war on cancer 
was declared by President Nixon and the field of oncology changed dramati- 
cally: Suddenly, professionals developed a major interest in it; major re- 
search was fostered and emerging academic leadership resulted in oncology 
becoming mainstreamed into the health orofessions concerned with teaching and 
caring for all persons with cancer. While one can conjecture a number of rea- 
sons why this transformation occurred, the answer was probably because the 
major funding oncology received led to the mainstreaming effort. 

In closing, the data shared, which were very superficial in terms of numbers, 
raised the issue of whether or not we're in danger of producing superficiality 
*n the health professions in terms of their knowledge, skills and scholarly 
activity in geriatrics. 

Dr. Kowal described his own transition from a decade of experience as Chief of 
Staff at the Veterans Administration to taking a six-month sabbatical in geri- 
atrics at UCLA four years ago. Dr. Kowal concurred with what Dr. Beck said 
about recruiting people who need to be stimulated, trained, and then placed in 
the right part of the country to continue the effort. 

Dr. Kowal expressed gratitude for the GEC program for having helped establish 
the credibility of their program in CleveK-.id. This resulted in geriatrics 
being so well established on the Case Western campus that for the first time 
the handbook that's published for prospective medical students included an 
entire page in which the GEC is described as a major component of the medical 
school . 
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Regarding the future of GECs. initiatives in programmatic assessment that Dr. 
Richard Hubbard, Program Director, have been working on will help us perpetu- 
ate the programs. In our program, emphasis has not only been placed on the 
process of getting the programs going and getting the people involved but also 
on looking at mechanisms of showing that there is a product, i.e., objective 
figures can be shown. 

An analogy between the GEC program and the Veterans Administration is that the 
Veterans Administration Hospitals operate under the same rules and regulations 
across the country. However, no two VA hospitals are alike; each one has the 
flavor of its own institution in its own locale. Ergo, the truth of the mat- 
ter is that one can't judge from what has been done at Case Western, for exam- 
ple, and compare it with other institutions. 

Case Western is now looking at criteria for inclusion of disciplines; four 
criteria may be of importance to future GECs. These are (1) manpower needs 
and objectives for each discipline (A caveat is that there aren't too many 
faculty who have a whole year to give to the program, thus one has to set up 
flexible arrangements.); (2) relevance of the discipline to aging; (3) the 
potential role of the discipline in interdisciplinary programs; and finally, 
(4) the degree of institutional commitment that exists. 

Although we're all very different in terms of how we do things and the kinds 
of things that we do and the kinds of people that we reach, the one thing that 
needs to be done regarding meeting our future goals is to define a unifying 
theme that can be presented to the health professions at large. 

Next, we need to be sure that we are establishing ourselves in our local areas 
as entities that people want to see continue to exist. This raises the issue 
of continued stable funding. After five years of funding, perhaps an institu- 
tion could apply for a matching program whereby the government would offer X 
number of dollars which would be matched by local resources, thus providing a 
floor on funding but with a commitment from the local people that they really 
want this effort to continue. 
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The importancG of tracking was mentioned again. Keeping a record of the GEC's 
growth and development in terms of the number of disciplines involved, the 
number of academic institutions, the number of clinical institutions, the num- 
ber of completed -nrollees, and the number of training hours provided per year 
constitutes a quantitative measure of what we're doing in addition to the 
qualitative measure of what we're doing. 

Dr. Fulaer spends eighty percent of her time in nursing research as a certi- 
fied gerontological nurse specialist, having sat for the American Nurses Asso- 
ciation Certification Exam in 1979. She has served as the Associate Director 
of the Harvard Geriatric Education Center from 1983 to 1987 and is currently 
associated with the Hunter/Mt. Sinai Geriatric Education Center. 

Dr. Fulmer's comment about the mission of GECs and evidence of the attainment 
of that mission was that in 1983 the guidelines for the GEC grant application 
stipulated that geriatric education centers would be interdisciplinary; 31 
GECs at this meeting attest that much has been accomplished to that end and 
this behavior would have moved at a dramatically slower pace without the GEC 
initiative, a phenomena to be touted. 

Regarding the future and information transfer, in a world of burgeoning data 
and journals, the challenge to all of us is to develop new methods of communi- 
cation, e.g., newsletters, electronic bulletin boards, and creative coiiputer 
linkages. 

Regarding institutionalization of centers, while GECs are now in numerous 
health science campuses, it isn't easy to maintain a foothold in the main- 
stream of our respective campuses. Thus, we must have organized mechanisms to 
achieve that end. 

A final point relates to the body of leadership that has sprung from this ini- 
tiative. For many of us, this GEC . litiative has provided the vehicle for 
improving our own gerontological credentials. 
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Dr. CaViins addressed the future direction of GECs within the context of what 
to do when one is not refunded, the normal reaction of disappointment, even 
anger, was acknowledged. For those in the group here who weren't refunded. 
Dr. Calkins recited an old poem to assuage their feelings: "Much of life is 
trial and trouble, two things stand like stone: friendship and another's 
trouble and encouraging one's own." 

The next step is to think through whether your GEC really should have applied 
to that particular program in the first place. There are lots of avenues for 
funding. Did your GEC happen to pick the right one on that particular occa- 
sion? Here's the sort of questions that one might ask: As a Program Direc- 
tor, was that particular program really consistent with our goals, our top 
priorities? And do you think that direction is really important for the fu- 
ture of medicine? 

Next, stick to those goals through good timea and bad. It's very important to 
stick with those goals and think very carefully before shifting directions i.n 
response to the latest message from Washington. 

Determine what went wrong by reviewing the pink sheets and talking to success- 
ful applicants. Having a consultant or advisory committee is a good one. 

After determining that your goals are right, that you're determined to make 
it, then it's just a matter of keeping things going. However, one has to be 
careful not to make a rash commitment to too many activities that may prove to 
be inconsistent with one's long-term goals. It's important to be generous 
enough to help others in the community and the university by marshalling the 
resources at one's disposal. Using the principle of resource exchange, i.e., 
in an era of limited resources, and by pooling resources that are already 
committed and supplementing each other in effective ways, one can often do 
just as well or better than relying on external funding.* 



♦This narrative concludes the final report of the Fourth Workshop for Key 
Staff of Geriatric Education Centers held April 21-24, 1988 in Houston, 
Texas. 
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